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t bed: 

began The experience of the war years suggests that the average 
P him. # evel of hospital treatment will be raised, but it is not 
cual so clear that the standard of the specialist and expert will 
id the also be raised, as a result of the new powers and responsi- 


hereasiM bilities of the Minister of Health. There is danger that 


every the effect will be in the reverse direction through too much . 


emenfdependence on the State and the expectation that the 
eatureff Ministry will regulate matters of which it has no experi- 
n andifence and for which it may not be willing to accept direct 
t the responsibility. It is for the educational bodies to provide 
the training of a specialist, and the recognition of a 
specialist should be determined by the profession itself. 
For the protection of the public it may be wise to state 
on off the minimal requirements for recognition, but the standards 

Mr. required by the profession and the public will, it is to be 

hoped, have little relation to minimal requirements. _ 

In the past the recognition of a medical man as a 
specialist has depended on his acceptance by his profes- 
y thea sional colleagues, and I trust that no action by the State 
clein.f will alter this, either directly or indirectly. In the future, 


‘ane under the National Health Service, there will be many ° 


: more hospital appointments for specialists than there have 
gui been in the past, and whatever may be decided about the 
pari method of their selection it should ensure that no appli- 
andi cant is appointed who is. not accepted by his professional 
colleagues to be of the standard they require for the post 
ts off} in question. A considerable number of memoranda have 
itishi] been prepared recently by the Royal Colleges and the 
1 nf associations of specialists on the experience and training 
which they recommend, and these confirm and amplify the 
valuable report of the Interdepartmental Committee on 
Medical Schools. 
rary Length of Training 
In general they advise that following qualification and 
romg registration a period of five years’ postgraduate experience 
is required before recognition as a specialist should be 
| off granted and that longer is necessary in the more specialized 
ium branches of medicine and surgery. In the past the success- 
ful candidates for appointments to the senior staffs of 
—f voluntary hospitals have as a rule had a considerably 
Tue} longer period. This is clearly desirable, and the training 
“*) programmes that have been recommended should be re- 
fot garded as indicating the necessary essentials only. The 
plan should not be rigid and should permit of considerable 
eivariation to suit differences in intellectual capacity, 
notf previous education, and experience. 
The years of training can be divided into a first period 
nf of one to two years of further junior clinical appointments 


i} _*Annual address given at the Institute of Latyngology and Otology, 
“™* Gray’s Inn Road, London, on Oct. 10, 1947. 


in general medicine and surgery following registration to 
practise, and a second period of three years and more 
devoted to training in the selected specialty. At least a 
year of postgraduate scientific education and laboratory 
discipline is also advised, which could be associated with 
the first period and spent in one of the preclinical sciences 
or associated with the second period and spent in laboratory 
investigations or research directly connected with the 
specialty. The programmes recommended include, as a 
rule, the passing of an examination for a higher degree 
or diploma as a test of the candidate’s progress, but this 
alone should never be regarded as indicative of fitness 
to hold a responsible appointment as a specialist on the 


staff of a hospital. 
‘ General Training 


The undergraduate curriculum is designed to give the 
graduating student the principles of the practice of medi- 
cine, and to teach method, as the Planning Committee 
of the Royal College of Physicians points out; and the 
State may now require a period of twelve months in junior 
resident appointments in approved hospitals before regis- 
tration to practise can be granted. While holding these 
appointments the graduate will obtain practical experience, 
with responsibility for the management of patients, and 
learn to carry out the technical procedures for diagnosis 
and treatment that he will be required to perform in the 
practice of his profession. For a specialist in any of the 
clinical branches twelve months of practical experience as 
a resident house-officer is insufficient to provide the wide 


knowledge ‘of patients and their ailments upon which can © 


be built a wise understanding of any special group of 
patients and diseases. Until, therefore, the graduate can 
obtain further junior hospital appointments that provide 
general experience he should not be encouraged to con- 


‘centrate on a special subject. These appointments will be 


normally at an undergraduate teaching hospital or a hos- 
pital approved by a medical school and will be of the 
senior house-officer type. They will be obtained in com- 
petition with other candidates for specialist careers, and 
in this way selection will be exercised. This selection will 
be progressive, as the graduate competes at each stage for 
the diminishing number of further appointments suitable 
for the more advanced stages in his training and, finally, 
for a specialist appointment on the staff of a hospital. 


Special Training 


At the end of the further period of one to two years 
in resident appointments after. registration, when the 
graduate has obtained a wide and practical experience of 


- sick persons and of the routine methods used in diagnosis 
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and treatment, he will be ready for education in the basic 
principles of the specialty as an advanced student. For 
general physicians and general surgeons this advanced edu- 
cation should be progressive over a period of three years 
at least and be combined with clinical responsibility. For 
those intending to practise in one of the special branches of 
medicine or surgery, training as a general physician or 
general surgeon should be required first, though the period 
may be somewhat shortened, and a longer total period will 
be necessary. 


Graded Hospital Appointments 


This period of special training has not been well 
organized in the past but has been regulated largely by 
individual preferences and initiative, and by local circum- 
stances and opportunities. The customary programmes, 
however casually they have been devised, show much that 
is common in their patterns, and it is important that this 
characteristic should be retained to form the basis of the 
schemes for improvement which are now possible with 
increased grants for medical education and the institution 
of a National Health Service. The basis of training has 
been the holding of a hospital appointment of the registrar 
type in the appropriate department of a general hosp‘tal 
or, in the case of some special branches, in a special hos- 
pital. In the United States of America this type of 
appointment is generally known as a residency, and in their 
teaching hospitals has been planned and developed for the 
education and training of specialists. Stress is laid on 
the progressive character of the appointment, so that the 
holder is given increasing responsibilities as his educa- 
tion proceeds, and in its final stage the appointment might 
oe described as that of a resident assistant physician or 
surgeon. The comparable appointments in this country, 
known as resident medical or surgical officer, registrar, 
chief assistant, tutor, etc., vary greatly in the nature of 
their responsibilities and opportunities, and the duties have 
as a rule occupied so fully the time of the holder that 
there has been little opportunity for study and reflection, 
and the supervision required to make the period one of 
advanced education has been seldom provided. 


It would be a mistake to lay down any rigid programme of 
training because of the different careers which specialists 
ultimately follow. The great majority will be fully occupied 
in the care and treatment of patients, a few will obtain appoint- 
ments as teachers in the medical schoois in addition to clinical 
appointments in teaching hospitals, and only a very few will 
follow careers in experimental work or laboratory research. 
All should, however, be trained to use their opportunities for 
clinica! observation to advance knowledge, and all should reach 
such a standard of general education and culture as befijs the 
leaders of a learned profession. 

The first stage of the registrarship should if possible be held 
in a general teaching hospital and medical school. There the 
graduate wil! be in contact with many others in a similar stage 
of training, though aiming at specialization in other branches 
and holding appointments in other departments, and in contact 
also with experienced practitioners and teachers in his own and 
in other specialties. The staffs of the pathological and pre- 
clinical departments will be ready to help and advise, and their 
daboratories will be open to him. Library facilities and a 
museum will be available and he will have opportunities for 
teaching undergraduates and house-officers. Teaching of this 
kind and discussions with their contemporaries and seniors 
should be arranged for the registrars, as these are as important 
in their training and development as responsibility for the care 
and treatment of patients. A considerable increase in the 
number of registrar posts in teaching hospitals is proposed, and 
this should make it possibie in most instances for at least the 
first year of training to be spent in this way, and at the same 
time enable the holders of these posts to have more time for 
study, discussion, and reflection than has been usual in the past. 


The clinical material at an undergraduate teaching hospital jg 
regulated by the needs of undergraduate education and, ex 
in general medicine and general surgery, there will seldom be 
enough patients to provide the registrars with the wide Practica] 
experience they require in the technical aspects of their 
specialties. The second stage in their training might well be 
arranged to provide this by an appointment fo. a year or longer 
in a regional hospital centre with a large cepartment for the 
particular specialty, where the training will be more practical 
and where the registrar will have opportunities for gaining by 
experience the skill in diagnosis and treatment which he will 
require. The hospital or special department should be approved 
for the purpose by the regional postgraduate committee, for his 
training must still be closeiy supervised. 

The third stage should vary according to the progress made 
during the earlier stages and to any aptitudes which the 
candidate has displayed. If he is a promising undergraduate 
teacher he might return to his original or some other teaching 
hospital, and if he has shown ability for original research he 
might be appointed to a professorial department. On the 
other hand, if his inclinations and abilities point to a life 
devoted to the treatment and management of patients a further 
period in a non-teaching hospital might be best to equip him 
for a career as a regional specialist and consultant. At some 
period in his training, no matter what his eventual career may 
be, he should be given opportunities to see the practice of his 
specialty in other centres, either by a hospital appointment in 
another part of the country or by a period of study abroad. Ip 
London there are peculiar advantages in an appointment at one 
vf the special postgraduate hospitals with the Visiting staff 
representative of the practice and teaching of the genera} 
medical schools, for the graduate will be able to obtain there a 
wider view of the specialty and to form his own opinion on the 
comparative values of different methods. 


Courses of Instruction 


In most subjects organized courses of postgraduate 
instruction are available, consisting of lectures and demon- 
Sstrations, with varying opportunities for practical work 
in the wards and out-patient departments. In the training 
of a specialist these courses cannot take the place of graded 
hospital appointments with increasing responsibilities. They 
can, however, play a part. It is doubtful if the better 
type of graduates who obtain appointments of the registrar 
type at teaching hospitals and hospitals associated with a 
medical school over a period of three years or more gain 
much from an organized course, but there are graduates 
who lack the ability to generalize from their experiences. 
For them a well-planned course can be of great value in 
enabling them to appreciate the principles underlying their 
practice, to synthesize their knowledge, and to clear their 
minds of doubts and difficulties. For those who have 
been unfortunate in their hospital appointments a good 
course can fill the gaps in their knowledge and compensate 
to some extent for the deficiencies of their earlier training. 
Such a course should be of the advanced revision type. It 
needs skilful planning, and for its success requires a group 
of able instructors who are keen and experienced teacher 
as well as experts in their specialties. Only a few course 
of this type are available at present. 


The usual type of organized course is more suitable as 
an introduction to a specialty and provides a backgrou 
for further training by means of hospital appointmen 
Unfortunately they often enable candidates to obtain 
diplomas and thus to appear qualified to practise a specialty 
in which they have not been adequately trained. Succes 
in passing the examination for a special diploma is evi 
dence of progress, not of completion of training as 
specialist. 

Lectures.—Lectures designed to supplement responsible woti 
with patients are available in most of the specialties. Give 
by experts each on the subject in which he is speci 
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interested, with no attempt to cover the field systematically, 
they can be of considerable value by indicating the directions 
in which progress is being made, the gaps in current knowledge, 
and the literature that should be studied. _ When the lecturers 
are drawn from all the medical schools in the country such 
a series can be of great educative value and a stimulating 
experience. 

Research.—There are a relatively small number of graduates 
whose intellectual capacity and earlier education enabie them to 
develop as fast as their teachers can take them and whom it 
js a joy to teach. If given the appropriate opportunities and 
encouragement during their training they are likely to contribute 
to the advance of knowledge in the specialty. They should be 
watched for continually and be attached to individual members 
of the clinical or laboratory staffs to assist them in their 
investigations and in experimental research. Hitherto there 
have been very few departments with staff, accommodation, and 
equipment of university standard in the clinical subjects, except 
general medicine, general surgery, and obstetrics, and oppor- 
tunities for higher education and research in the special clinical 
branches have been difficult to obtain. This has been a serious 
drawback to specialist education in this country, and the 
increased financial grants which the Government is now giving 
for medical education wili, it is hoped, improve the position 
and provide opportunities for this the highest form of medical 
education and the essential inspiration in the training of 


specialists. 
Graduates from Overseas 


This scheme of progressive training, based on competitive 
selection for hospital appointments and supplemented by 
courses of instruction, has been outlined with particular 
reference to the graduates of our own medical schools, and it 
is necessary to consider how the graduates from overseas can 
be welcomed and fitted into it in accordance with their require- 
ments. They visit us at various stages in their postgraduate 
education ; they remain here for a few months or for two or 
three years; they may aim at obtaining the best training we 
can provide or they may pian to return to their own countries 
before reaching the standards that we regard as essential. 

There are those who have spent several years in graded 
hcespital appointments in their own country and come here for 
a few months in order to see something of the practice and 
listen to the teaching of our eminent specialists. An advanced 
revision course covering two or three months and attendance 
at a series of lectures by experts from the different centres 
fulfil their first needs and help them to make those personal 
contacts that add so much to the educational value of their 
visit. The remainder of their time can be used to advantage by 
attachment to individual teachers whose methods and philosophy 
can be studied only by close association. 

For those who visit us at an early stage in their training a 
longer course of basic instruction, with clinicai work, demon- 
strations, and lectures, is required in order that they may 
acquire sound principles and technical skill. They may then 
return to their own countries to continue their training by 
further hospital appointments. Some will obtain them here 
and remain for several years, sharing with our own gradu- 
ates the system of registrar appointments with progressive 
responsibilities. 

Most of the graduates from overseas come to London for 
part at least of their time in this country, though many obtain 
what they require at other centres in the first instance, and the 
opportunities provided in Edinburgh are a notabie contribution. 
The majority of the graduates who come to London come with 
the intention of acquiring one or more special diplomas. In 
the minds of many of those from overseas the acquisition of a 
diploma is more important than experience in the specialty, 
and they are content to spend the whole of their time here in 
reading books and listening to lectures. The special diplomas 
vary greatly in their standards ; some should be regarded as 
little more than quatifying the successful candidate to enter on 
a period of proper tra‘ning ; few can be accepted as indicative 
that the candidate is fit for the responsibilities of a specialist 
and that his training is completed. Few persons, apart from 
those directly concerned, appreciate the standards of the 


values in the minds of the public and of the non-medical 
members of hospital boards even in this country, and they are 
often given entirely false values by official bodies overseas. 
Most of the special diplomas are awarded by the Royal 
Colleges, which arrange series of lectures of considerable 
educative value, for they indicate the standards of learning 
which a specialist should possess, without attempting to cover 
the subjects systematicaily, but they cannot themselves provide 
the clinical work essential for the training of a specialist. There 
is, I believe, a real danger that London may come to be 
regarded as a purveyor of diplomas, a reputation that might 
interfere seriously with its development as a great centre of 
postgraduate education. Closer co-vperation between the Royal 
Colleges, the associations of specialists, and the medical schools 
is clearly desirable to ensure that the special diplomas take 
their proper place in the education of specialists. 

The number of clinical appointments suitable for specialist 
training at the general teaching hospitals associated with the 
undergraduate medical schools has hitherto been insufficient 
for the training of our own graduates, and only rarely has it 
been possible for them to provide posts for visitors from over- 
seas. The staffs of the undergraduate teaching hospitals have 
been fully occupied with the education of undergraduates and 
they have been unable to contribute to any great extent to the 
training of the large and increasing numbers of visitors. The 
experience of the post-war years and the need for additional or 
supernumerary appointments to provide for medical officers 
reieased from the fighting Services have shown that in general 
medicine and general surgery opportunities eminently suitable 
for the training of specialists can be provided at the general 
teaching hospitals to a considerably greater extent than has 
been the practice in the past. If a few appointments of this 
type could be allotted at each of the teaching hospitals to 
selected graduates from overseas it would make a most welcome 
contribution to the training of specialists for the Common- 
wealth and Empire. In the special branches of medicine and 
surgery, however, the undergraduate medical schools, maintain- 
ing a proper balance between their general and special depart- 
ments, cannot as a rule be expected to develop departments 
with the staff, accommodation, and equipment required 
for advanced education and research. Appreciating the 
increasing demand for postgraduate education in London 
and the peculiar opportunities for creating university depart- 
ments in the special branches in association with London’s 
famous special hospitals, the University of London has 
embarked on a policy of developing postgraduate institutes for 
higher education in the major clinical specialties. 


The Postgraduate Institutes 


The institutes are being developed from the postgraduate 
teaching that has been carried on for many years at 
certain of the special hospitals of London. In addition 
to resident hospital appointments and the very important 
training which they provide, the instruction has varied 
considerably in standard, and has consisted for the most 
part of clinical demonstrations and lectures, planned in 
some instances to suit the requirements of candidates for 
diplomas. In only a few instances was it possible to provide 
the advanced education that should be regarded as essential 
for a specialist and consultant, and it is, I think, significant 
that the standard of education has been generally higher in 
those special branches in which there are no diplomas. 

The aim of the University of London, and of the British 
Postgraduate Medical Federation acting on behalf of the 
University, is to provide opportunities for research and 


higher education in each of the major clinical specialties, 


with staffs appointed to advance knowledge not only in 
the clinical field but also in the sciences upon which the 
practice of each is based. Each institute should be the 
centre in London of thought and practice to which the 
specialists will look for help and above all for inspiration. 
The staff of each institute should be representative of the 
special departments of the undergraduate medical schools 


different diplomas ; and there is much misconception of their“ and the general teaching hospitals, and the University -will 
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look to the institute for advice on academic matters con- 
cerning the specialty. 

As soon as practicable the University will be asked to 
appoint professors or readers at each of the institutes. 
Their assistants should be the best of the younger men 
available from all sources for advancing their subjects by 
research and experiment, and it should be possible to offer 
accommodation at each of them to specialists established 
elsewhere, either at home or abroad, to enable them to 
work on approved problems. Clearly it will take some 
time to provide at each institute the laboratory accommo- 
dation and equipment, the libraries and museums, that are 
required, but until this is done the institutes cannot fulfil 
their main purpose; for teaching must always be dull, 
uninspired, and lacking in the essential element of excite- 
ment unless there is an atmosphere of investigation and 
progress. This is especially necessary in advanced or post- 
graduate education. . 

The number of appointments of the house-officer and 
registrar types at the teaching hospitals associated with 
the institutes should be regulated by the recognition that 
these are training appointments and that leisure for study 
and reflection is required. In most of the postgraduate 
teaching hospitals they could be increased in number. These 
appointments represent: the principal method of practical 
training in the specialty and should be graded to provide 
progressively increasing responsibilities. The postgraduate 
teaching hospitals have a peculiar responsibility for 
graduates from overseas, and they will, I hope, agree to 
reserve some proportion of their appointments for candi- 
dates sponsored by the universities of the Dominions and 
selected by the representative committees being formed for 
this purpose. 

As a result of interviewing large numbers of graduates 
coming to London from other universities in this country 
and of graduates from overseas seeking specialist training 
here, I believe that to meet their requirements there should 
be two types of courses of instruction in each specialty. 
One type should be designed to serve as an introduction 
to the specialty, to provide training in its basic principles 
and technical skills, and to give a sound educational basis 
to the subsequent periods of training by hospital appoint- 
ments, either here or on the return of the graduate to his 
own country. With practical work in wards, out-patient 
departments, and laboratories, supplemented by group 
discussions, lectures, and demonstrations, such a course 
can, if organized to cover a period of six months or so, 
contribute materially. It cannot replace responsible 
appointments, and the object of the course should be pre- 
paratory and educative rather than vocational. In con- 

nexion with the course each institute will arrange a series 
of lectures on the applications of anatomy, physiology, 
biochemistry, pharmacology, and pathology to its special 
subject ; but there is much, I would suggest, in the appli- 
cation of these sciences that is common to all the special 
branches of medicine and surgery, and it should be possible 
to arrange also a central series of lectures in the basic 
sciences which candidates in all the specialties might 
attend. The lecturers would be drawn from the medical 
centres throughout the country, and the series might be 
organized with the co-operation of the Royal Colleges. 
There is a philosophy inherent in every specialty which 
it is the duty of the institutes to foster and impart, and 
the history of the specialty, its contributions to medicine, 
to culture, and to the life of the community should be 
stressed. 

The other type of course should be designed to co- 
ordinate and systematize the practical experiences of the 
graduate who has completed his training and his hospital 


appointments either in this country or abroad, to indicate 


the frontiers of knowledge and lines of progress, and to 
renew his enthusiasm. Advanced revision courses of this 
kind are peculiarly exacting on the teaching staif. They 
should be based on the examination, investigation, ang 
demonstration of selected cases by the graduate students 
themselves, followed by group discussions of the subject 
and its literature. Only those graduates who are suffi- 
ciently advanced in their training to make good use of 
these opportunities should be accepted, and the class 
should be strictly limited in size and divided into small 
groups for much of the work. Such courses need not 
extend over more than eight to ten weeks, and they would 
be most suitable also for established specialists from the 
regional hospitals of the National Health Service or from 
overseas who will return to London from time to time for 
the continuation of their education. They would prefer- 
ably be part-time, to allow of attendance at other hospitals 
and institutions and for the study of more general subjects, 
and a series of lectures on the clinical aspects of the 
specialty by its eminent practitioners drawn from all the 
centres in this country might be arranged, with the co- 
operation of the Royal College especially concerned, to 
take place at the same time. 


Present-day Difficulties 

This programme of research, clinical experience, basic 
training, and advanced revision cannot be fully carried 
out until considerable increases in accommodation are 
provided and until suitable staffs can be appointed. Much 
can be done and is being done now with improvised accom- 
modation and the eager co-operation of existing staffs 
and hospital authorities. Further progress depends largely 
on finding suitable persons to direct research and organize 
the teaching who are able to devote their time to these 
duties, as well as on the new Boards of Governors of the 
teaching hospitals that are to be appointed by the Ministry 
of Health. 

During the immediate post-war years there has been 
a heavy demand for postgraduate education, and the plans 
for a National Health Service in this country and of 
similar services in the Dominions and elsewhere have 
created an unprecedented pressure on our provisions for 
specialist training. The postgraduate teaching hospitals and 
medical schools throughout the country have met this 
pressure by increasing the numbers of students accepted 
for courses and of appointments of the registrar type, and 
this has put a heavy burden on their teaching staffs. With 
the establishment of the National Health Service and the 
appointment of postgraduate committees in each of the 
regions it is hoped to extend the opportunities for specialist 
training and to use the hospital centres in the regions for 
postgraduate education. This will enable the institutes of 
the University to be more selective in their acceptance of 
applicants. For many visitors from overseas instruction of 
a practical type would be more appropriate than the 
advanced education which the institutes will provide, and 
there are some whose training in general medicine and 
general surgery has not been sufficient for them to make 
use of the opportunities which the institutes will offer. 
Others come to London to attend a course in one or more 
of the specialties in order to add to their equipment for 
general practice. It should become possible, in due course, 
suitably to place postgraduates of all types and leave the 
institutes free to develop as departments of the University 
and to become focal points of postgraduate education in 
their specialties. They should be institutions for higher 
education and research, but they should also be responsible 
for the co-ordination of training in their subjects in the 
London area. 
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Much has been accomplished, and the start is a promising 
one.* At other universities plans are being developed which 
will contribute to the same end. Differing in detail and 
shaped by local conditions, they will provide a welcome 
stimulus through rivalry. There is still a long way to go 
before the aim of the University of London is realized 
and before the peculiar opportunities present here in 
London are developed fully. When that time comes the 
postgraduate institutes will send out the future leaders of 
medical thought and practice, and will be able to welcome 
those who seek to advance knowledge by research and to 
improve their skill for the relief of suffering. 


SMALLPOX IN STAFFORDSHIRE, 1947 — 
OUTBREAK AT BILSTON 
BY 


Cc. SIMPSON SMITH, M.B., B.S. 
Assistant Medical Officer, Staffordshire County Council 


The following report covers the outbreak of smallpox 
which occurred in the borough of Bilston and in the neigh- 
bouring areas of Coseley U.D.C., Willenhall U.D.C., and 
Dudley C.B., as it is assumed that all the cases were from 
the same source. Thirty cases were confirmed by the 
Ministry of Health and seven others were removed to 
hospital as suspects. One associated case occurred in the 


' Birmingham area—a medical student who had visited the 


smallpox hospital ; this is not included in the present series. 
Six cases were fatal—five haemorrhagic and one confluent 
smallpox. 

History of the Outbreak 


An Army sergeant aged 23 was granted compassionate leave 
from India. He left Agra by train on Feb. 17, 1947, boarded a 
plane at Karachi on the 20th and, flying via Basra, Cairo, 
Malta, and Marseilles, arrived at Heathrow Airport on the 23rd. 
Next day he travelled to his home in Bilston. He had been 
vaccinated in infancy and again on Nov. 3, 1944, and Feb. 15, 
1946. 

On March 1 he felt slightly ill, but remained ambulant 
until he developed a rash on March,6, when he said he 
felt as if he had “flu.” The local medical officer of health, 
Dr. B. C. Haller, did not feel happy about the case and 
attempted to obtain the opening of the smallpox hospital. 
However, further opinion was sought through the regional 
office of the Ministry of Health, and a confident diagnosis of 
chicken-pox was made on March 8. 

The patient remained at home, and his mother developed a 
rash on March 21. A diagnosis of chicken-pox was again made. 
An unvaccinated man of 21 years, who had visited the soldier 
on March 6, developed a more severe rash on March 25. 
Further consultations took place and specimens were sent from 
the two later cases for laboratory investigation. A preliminary 
report on April 1 suggested that the condition was variolous. 
Further experts were called in, and a conference took place on 
April 3, at which time “ reliable clinical opinion still regarded 
the Bilston cases as chicken-pox ” (Regional Ministry Circular). 

On the 4th the mother and brother of Case 3 were 
taken ill and developed rashes on the 8th. By this time 
confirmatory reports on the laboratory investigations left no 
doubt that Cases 2 and 3 were smallpox, and the hospital was 
opened on the 9th, the first two cases having by this time 
recovered. The outbreak was regarded as variola minor 
(Med. Off., 1947, 77, 152), but subsequent events proved the 
infection to be of the major variety. 


*In addition to the Postgraduate Medical School of London, 
institutes have been established, or are in process of development, 
in child health, neurology, laryngology and otology, ophthalmology, 
psychiatry, diseases of the chest, cardiology, dermatology, ortho- 
paedics, urology, and dental surgery. 


TRAINING OF SPECIALISTS 


From Case 1 three further cases originated: the grand- 
mother developed haemorrhagic smallpox and died before 
removal, and the father and sister developed modified eruptions. 
No further cases were reported from the known source, 
but ample opportunity for spread of the infection had been 
afforded in the 34 days which elapsed between the appearance 
of the rash in the soldier and the opening of the hospital. 
One case was known to have travelled from Bilston to Coseley 
by bus in the late prodromal stage. 

Subsequent groups of cases developed in which no apparent 
origin could be traced, despite vigorous detective work on the 
part of the staff. The last case was admitted to hospital on 
July 9 with a confluent rash after being ill at home for 
six days ; an initial diagnosis of measles had been made. This 
patient lived some four miles from the original focus and her 
source of infection remains unknown. She had numerous 
visitors during her period at home, but no contact cases were 
reported. The 30 cases are classified in Table I and their 
histories given in Table II. 


TaBLE I—Summary of Confirmed Cases 


(15) Mild Cases (15) ‘ 
Haemorrhagic 5 (all fatal) Copious discrete a 1 
Confluent .. 8 (1 fatal) Moderate discrete 1 
confluent 2 (none fatal) Mild discrete 6 
A few spots ” 7 
Commentary 


Cases were seen before admission by experts of the 
Ministry’s Regional Panel, and where doubt existed further 
examinations were made after admission. 

In the Monthly Bulletin of the Ministry of Health and 
Public Health Laboratory Service, July, 1947, special atten- 
tion was drawn to the fact that the three contacts of 
Case 9 who developed the disease had been unsuccessfully 
vaccinated on May 17, 1947, and revaccinated on May 23. 
This was later found to be incorrect. When examined on 
the 23rd the reaction to the incisions performed on the 
17th was very indefinite and further incisions were made. By 
the 25th, however, the vaccination of the 17th showed a 
good reaction. 

Group 7 (Bilston)——Opinion was sought in regard to 
Case 22, aged 7, who was gravely ill. As the other children 
in the household presented minor lesions they were admitted 
to hospital. Cases 21 and 23 were regarded by the Ministry 
expert as confirmed smallpox, but an infant aged 10 months 
and an older sister, both vaccinated, were not confirmed. 
When Case 21 was seen in hospital on June 30 a scar was 
noted on his ankle, and it was suggested that he might have” 
been the original source in the household. No other lesions 
were then present. Local opinion considered that the scar 
was due to an old infection caused by a protruding nail. 
Further opinion on July 7 doubted if the case ever was 
smallpox. Case 23 was very fretful and obviously ill on 
removal, but the rash failed to develop beyond the macular 
stage. She was vaccinated after admission to hospital. 


Case 24.—This boy had papules on the forehead only, 
which soon scabbed and left depressed scars showing stain- 
ing. The laboratory results were negative, but his was 
regarded as a highly modified case when seen on July 7. 
His sister was removed to hospital as a suspected case, but 
her condition soon subsided and she was regarded as suffer- 
ing from a vaccinial lichen. It is possible that the boy also 
was suffering from an eruption of this type. : 

Case 30 (Dudley).—Clinically this was the most interest- 
ing case of the whole outbreak. The prodromal phase was 
marked with headache, chill, malaise, and backache. The 
rash appeared on June 19 and streptococcal septicaemia was 
diagnosed. The patient was removed to the infectious 
diseases hospital on June 21 by ambulance and before being 
sent to the ward he was seen by a medical officer who had 
seen Case 9. As Case 30 presented a similar picture he was 
transferred to the smallpox hospital. He had a marked 
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TaBLe Il.—Case Histories 
| 
= ny | Sex| Age | Source of Infection] Vaccinial State | Final Diagnosis General Remarks 
BILSTON CASES 
, Group 1 (8 cases) 
1 ;M} 23 | India Infancy 3/11/44 Mild discrete Prodromal phase 1-6/3/47, ‘‘like ’flu.2” Rash on palate, face, back, 
| 15/2/46 and chest. Quick maturation and slight depth ; shoulder, 
2 iF 50 | Son (Case 1) Infancy = Febrile 19-21/3/47. Rash on 21/3/47: palate, face, trunk, forearms, legs. Wel. 
marked vesicular stage. Laboratory confirmation 
3 |M|! 21 | Casel Unvaccinated Semi-confluent 23/3/47, severe malaise; 25/3/47, rash profuse on face, forearms, palms, legs, and 
soles. Laboratory confirmation 
4 |F 48 | Son (Case 3) Infancy 3/4/47 Confluent Onset 4/4/47: marked rigors. Rash 8/4/47: pam typical distribution. Pepj. 
cillin oo from 14/4/47. Laboratory confirmation ! 
5 |M! 17 | Brother (Case 3) 3/4/47 _~ Onset 4/4/47: prodromal phase marked. Rash 8/4/47. Penicillin given from 14/4/47 
6 1|M 51 n or wife 1914-18 10/4/47 | Mild discrete Onset 8/4/47: malaise. Rash 11/4/47. 20 lesions: forehead, arms, scapulae 
(Case 1 or 2) Laboratory confirmation y 
7 | F 19 Brother or mother | Infancy 10/4/47 ** A few spots ” Onset 8/4/47: slight malaise. Rash 11/4/47. 9 lesions in all. Laboratory Con- 
Case 1 or firmation 
8 | F 79 | Grandson (Case 1)| ? Infancy Haemorrhagic Onset 8/4/47: gravely ill. Petechial rash 10/4/47. Died 11/4/47 
Group 2 (4 cases) ‘ 
9 |M Unknown Unknown Haemorrhagic Onset 26/4/47: headaches. 29/4/47: rash; petechial on trunk and extremities, 
‘ ? infancy Bruising on arms, hands, and feet. Blood p.r. Penicillin given. Died 2/5/47 
Laboratory confirmation 
10 | F 64 | Husband (Case 9) | 2/5/47 : Confluent Onset 7/5/47: prodromal phase slight. Rash on 11/5/47. Penici'lin given from 
(primary reaction) admission on 11/5/47 
il M/| 30 | Case9 3/5/47 y “* Onset 7/5/47: severe pain in abdomen. Rash on 11/5/47. Penicillin given 
(primary reaction) 
12 | F 41 Case 9 2/5/47 3. “* A few spots ” Onset 11/5/47: symptoms slight. Rash on 13/5/47: 7 pustules in all. Positiye 
(primary reaction) laboratory culture 
Group 3 (4 cases) 

13; F 27 Uaknown Unvaccinated Haemorrhagic Onset 9/5/47: severe sickness, headache. Rash on 12/5/47; diagnosed as scare; 
fever. Admitted 16/5/47. Petechial rash: confluent on face, neck, and throat: 
discrete on back, abdomen, and limbs. Palms and soles clear. Blood from 
all orifices. Died 16/5/47 

14 49 | Daughter (Case 13)| Infancy 17/5/47 ‘* Onset 29/5/47: intractable headache, abdominal pain. Rash first appeared 31/5/47, 

23/5/47 Confluent petechial rash by 2/6/47. No maturation. Died 5/6/47 
1S | F 14 | Sister (Case 13) Infancy 17/5/47 Mild discrete Onset 30/5/47: no symptoms, but acneiform rash which was vesicular on 31/5/47 
16 12 | Sister (Case 13) rr ea No prodromal Stage. Rash on 1/6/47. Vesicular. Ambulant throughout. 
Group 4 (1 case) 
17 | Fy} 11 | Unknown | Unvaccinated | Confluent | Onset 16/5/47: abdominal pain. Rash 19/5/47. Treated with penicillin from 19/5/47 
Group 5 (1 case) 

18 F 39 Unknown Infancy 4/6/47 | Moderate discrete | Onset 1/6/47: rigors, etc. Rash 4/6/47; maculo-papular, mainly on legs and arms. 
| | | (successful) | None on face. Treated with penicillin 
: Group 6 (2 cases) 

19 | M 61 Unknown Infancy Copious discrete Onset 9/6/47: backache. Atypical rash on 13/6/47; papular on forehead an: 
| scalp, acneiform on body. Specimens reported ‘**‘ presumptive negative.” Quick 
| en and removal on 17/6/47. Later material positive. Treated with 

penicillin 

20 | F 61 Husband (Case 19)| Infancy 16/6/47 ** A few spots ” Vague onset 26/6/47. Rash punt 28/6/47. Scattered papules on body and 
extremities. None on face. boratory confirmation 

Group 7 (3 cases) 

21 ; My, 11 | Unknown May, 1947 ** A few spots ” Rzmoved to hospital with Case 22. A few indeterminate lesions. Laboratory 

negativ> 

22 M 7 Unknown. ? Case} Unvaccinated Confluent OnSet 18/6/47: pains in back, severe diarrhoea. Rash 20/6/47; confluent. Treated 

21 (brother) with penicillin. Died 2/7/47 
23 F 2 | ? Case 21 (brother) | ss “* A few spots ” Onset 20/6/47. Removed same day with macular rash which did not mature. 
Laboratory-negative 
Group 8 (1 case) 
24 | M | 10 | Unknown | 23/6/47 | ** A few spots ” | Onset 30/6/47: little discomfort. Rash on 3/7/47, forehead only. Laboratory- 
negative 
COSELEY CASES 
Group 1 (2 cases) 

2s | F 78 Unknown Infancy Haemorrhagic Source probably indirectly from original Bilston case. Onset obscure (patient an 
| invalid). Rash on 7/5/47; petechial. Died 15/5/47 

26 = M| 72 | Sister (Case 25) 10/5/47 ** A few spots ” Onset 22/5/47: slight symptoms. Two lesions on wrist on same day, positive for 
| variola. No other lesions 

Group 2 (2 cases) 

7 | F 18 | Possibly Group 2 , 6/5/47 Confluent Onset 13/5/47: prodromata fairly severe. Rash 16/5/47; initial diagnosis 

(Bilston) 4 Admitted 19/5/47. Penicillin given 1514 

28 F 52 Daughter (Case 27)| 20/5/47 Semi-coafluent Onset 27/5/47: headache. Rash 29/5/47, papular on admission on face, neck, 

H trunk, limbs, and in the axillae 
WILLENHALL AREA (I case) 
| Unvaccinated | Confluent | Onset 3/7/47: dysphagia. Rash developed 6/7/47: original diagnosis ‘* measles.” 


29 |F | 19 


Removed 9/7/47. Gravely ill. Penicillin given 


DUDLEY AREA (1 case) 


30 | M | 45 j Unknown | Infancy 25/6/47 | Mild discrete 


| Onset 16/6/47. Original rash 19/6/47. Later crop 1/7/47 


vesicular rash on the forehead, face, neck, and thorax ; pro- 
nounced excoriation of the skin in the neck area ; a papular 
rash on the arms and legs but none on the palms and soles ; 
a haemorrhagic rash on the lower thorax and abdomen ; 
and some lesions in the mouth. He complained of severe 
abdominal pain. His was suspected to be a haemorrhagic 
case, and penicillin was administered. The rash continued 
to extend and the haemorrhagic areas became brighter until 
June 24, when the rash faded quickly, although the tempera- 


ture remained raised and the abdominal pain persisted. 
Laboratory findings at this stage were negative. By 
June 30 the rash had completely faded, and a Ministry 
expert expressed the opinion that it might have been 
erythema multiforme. There were never any bullae, severe 
stomatitis, or pseudomembrane in the mouth. On July | 
-a new crop of lesions appeared, beginning as a vesicle on 
the abdomen within a previously haemorrhagic area. 
Specimens gave a positive culture for variola. By July 4 
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there were more papules present on the hands and chest, the 
temperature became normal, albumin disappeared from the 
urine, and the patient felt better. On July 7 an expert con- 
firmed the rash as being a modified smallpox of some six 
days’ duration. Further: progress was uneventful. While 
for record purposes this case was classified as mild discrete 
smallpox the possibility remains that it was a haemorrhagic 
case, with a prolonged prodromal period and slow 
maturation, which recovered. 


S Cases 
The following four suspected cases were removed to 
hospital but were not confirmed as smallpox. 


An unvaccinated child of 7 years had severe vomiting and 
epistaxis. Next day a provisional diagnosis of “ ? varicella, 
9 variola ” was made and she was admitted to a special isolation 
unit. On admission she was delirious, with a profuse macular 
rash on the face, trunk, and palms of the hands. By the follow- 
ing day she had developed post-occipital glands and the rash 
was fading. Subsequent progress proved the condition to be 
rubella. . 

A woman aged 27 developed a profuse papular rash cn th¢ 
hands, shotty to the touch, with a few vesicles, 16 day after 
vaccination. Laboratory evidence was negative and the lesions 
soon cleared, leaving considerable brown staining. This was 
probably a vaccinal eruption. There was no previous history 
of urticaria. 

A girl aged 22 who had been vaccinated in infancy and 
again on May 17, 1947, developed a rash on June 14 after 
a well-marked period of: sickness, abdominal pain, back- 
ache, and conjunctivitis. She had three papules on the fore- 
head, one on the chin, and one on the right leg which became 
vesicular. Opinion was divided, but she was removed to 
hospital, where laboratory evidence was negative. The scarring 
from the lesions was depressed and showed staining. 

A man aged 31 who worked in Bilston was vaccinated on 
May 21, 1947, and developed a rash on June 17 with no 
initial prodromata. He was removed to hospital with a 
generalized rash, which gave negative laboratory evidence. 


It is suggested that the last two cases may possibly have 
been late effects of the vaccination. 


General Measures Taken jn Bilston 
Contacts.—All possible steps were taken to obtain lists of 


contacts, who were kept under surveillance for a period of 


21 days to cover any possibility of a prolonged incubation 
period in vaccinated or modified cases. In the later stages 
of the outbreak considerable help was given by the Army 
authorities, a field hygiene unit being drafted in to help in 
the daily visitations, which then numbered several hundreds. 

Vaccination.—Vaccination was offered to all known con- 
tacts, and a special clinic was opened _to facilitat¢ the work 
of the public vaccinators. All contacts received three 
incisions. No endeavour was made to advocate mass vac- 
cination, as it was felt that the protection of the known 
contacts was the important factor. However, by the middle 
of May the public panicked at the continued incidence of 
cases, and the demand for vaccination became so great that 
assistant medical officers of Staffordshire County Council 
had to be called upon to act as deputies for the. public 
vaccinators. It is estimated that over half the population of 
Bilston were vaccinated at the clinics and works or by the 
practitioners. No cases of encephalitis following vaccina- 
tion were reported in the Bilston, Coseley, and Willenhall 
areas. 

Chicken-pox.—Section 147 (1) Public Health Act, 1936, 
was brought into operation and chicken-pox was notifiable 
from May 19. All cases were visited by the medical officer 
of health, and several adult cases remained suspect until 
proved negative. 


Staff.—All staff in any way connected with the cases were 
revaccinated at six-weekly intervals, as it was felt that a 
virus of very high virulence was responsible for the out- 
break. 

Hospital Arrangements—A _ small disused infectious 
diseases hospital was opened by the Smallpox Board and 
staffed by volunteers. Although the hospital was situated 


in Bilston the distribution of the cases gave no evidence of | 


aerial spread. 


Treatment of Patients 


General.—Patients were nursed until the crusting stage 
in darkened rooms. The eyes were treated with boric lotion 
and sulphacetamide drops. Frequent mouth-washes were 
given. Lesions occurring on the face and neck were treated 
with hot sodium bicarbonate compresses, as they were found 
to be very soothing. 

Sedatives.— Nembutal,” 14-44 gr. (0.1-0.3 g.), was 
administered according to the age and condition of the 
patient. 

Use of Penicillin—As already indicated, penicillin was 
administered to most of the severer cases. In the first two 
to receive it it was started in the pustular stage, 20,000 units 
being given intramuscularly at three-hourly intervals, then 
being changed to 100,000 units six-hourly. It was later 
suggested that a dose given twice daily would maintain an 
effective concentration and cause less disturbance to the 
patients. Later cases received 1,000,000 units twice daily 
from admission to the crusting stage. The dosage was purely 
empirical. This is a greater dose that has previously been 
noted in the treatment of smallpox (Easton, 1945 ; Foulis, 
1945 ;. Pierce, 1947). One cannot claim too much from the 
small series, and it is not suggested that penicillin influenced 
the course of the virus infection. In the pustular stage there 
was much less photophobia and pus formation, and the 
nursing staff noted agreeably the great diminution in the 
quantity of soiled linen. Cultures taken during the pustular 
stage grew only penicillin-resistant Staphylococcus aureus. 

The mortality rate compares favourably with other recent 
epidemics, only one confluent case being fatal—that of-a 
previously debilitated child: 


TasLe III.—Comparison with Other Recent Outbreaks of Smallpox 


= Severe 
Cases* 
ES 
Outbreak 2 9 
3 S Mort. 
= % ° 
Bl rz | | % 
Glasgow, 1942 .. | 36 | 8 (22-27%) | 3(3) | 9(5)| 2| 22 | 388] 57 
Edinburgh, 1942 | 36] 8 (22-2%)| 6(6) | 5(2)| 22| 388] 57 
Middlesex, 1944... | 3 (27-3%) 1(1) | 2(2)| 8 | 27-3] 100 
Middle East, 1944 |. | 48 13 11 (10) | 5 (3) 1.10 | 22 | 54:1| 50 
Merseyside, 1946 31 | 9(29-0%) | 5(5) | 7(4) | — | 19 | 38-7] 75 
Bilston. 1947 30 | 6(20-0%)| 5(5) | 8()| 2 15 | ( 40 


50 
* Severe cases comprise the haemorrhagic, confluent, and semi-confluent. 
The bold figures in parentheses indicate the number of fatal cases. 


Lessons of the Outbreak 


_Once again an outbreak of smallpox followed a confident 
diagnosis of chicken-pox by competent experts. This. also 
occurred in 1947 at Scunthorpe (Medical Officer, 77, 152) ; 


in the Middlesex outbreak of 1944 (Bradley, Davies, and . 


Durante, 1946); the Edinburgh outbreak of 1942 (B.M.J., 
1944, 2, 54) ; and at Birkenhead in 1946 (Pierce, 1947). Had 
the original case at Bilston been removed to complete isola- 
tion it is probable that the outbreak would have terminated 
in the original group. One can but echo C- Killick Millard 
(1947): “ Chicken-pox in adults should always be regarded 
with suspicion.” 
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The possibility of a modified attack of variola should 
always be borne in mind when suspicious rashes occur in 
vaccinated persons who have recently arrived in this country 
by air. The impact of such a case on a comparatively un- 
vaccinated population was well demonstrated in the Bilston 
outbreak. One would have expected further cases to arise, 
especially in the overcrowded conditions prevailing in the 
area, and the early removal of the patients, with vaccination 
and close surveillance of the contacts, must have been con- 
tributory factors in limiting the spread. Mild missed cases 
in vaccinated persons must account for the missing links in 
the spread of the outbreak, the termination of which can be 
described only as natural or spontaneous. 

Laboratory investigations have been of great help in con- 
firming some cases, especially in the original group and in 
highly modified attacks such as Case 26. However, time 
must elapse before the receipt of the reports and of negativ 
results in cases showing definite clinica! signs. 

As in previous outbreaks, vaccination did not fully pro- 
tect within the first week of the vaccination period. Many 
contacts were vaccinated too late in the incubation period, 
owing to delay in diagnosis or even in sufficient suspicion of 
the true nature of the case. Confluent cases occurred where 
successful vaccination had been carried out nine and eight 
days before the appearance of the true smallpox rash, and 
in one haemorrhagic case successful revaccination had been 
carried out 12 days before, yet the case had a fatal termin- 
ation. Modified cases occurred where vaccination had 
been carried out 12 days before the rash appeared. Many 
individuals vaccinated in the Services during the recent war 
years gave reactions which indicated absence of immunity. 

An important administrative point in dealing with vac- 
cination of school-children is the necessity for obtaining the 
written consent of the parents. In the rush of children 
coming for vaccination from the schools it was assumed that 
parental consent had been given. Later it was found that 
some children had been vaccinated “ to be in the fashion,” 
without parental consent. 


Summary 


An outbreak of smallpox is described originating in a soldier 
who travelled from India by air’and was at home for some 
days before he developed, a modified attack of variola which 
was regarded as chicken-pox. 

Of the 30 confirmed cases, 15 were severe, with 6 deaths—S5 
from haemorrhagic smallpox and 1 in an unvaccinated con- 
fluent case. 


I wish to express my appreciation of the very great help given 
to me by Dr. B. C. Haller, medical officer of health for Bilston, 
during my period of special duty in the area and for his permission 
to utilize the various records and reports. My thanks are due to 
his staff for their ready co-operation at all times. I am greatly 
indebted to Dr. F. Asker, medical officer of the Joint Infectious 
Diseases Board, and to Miss Marian Curtin, the matron of the 
Moxley Hospital and Bilston Smallpox Hospital, for their help 
in giving me access to the cases and treatment records and for 
permission to use the records in collating this report. I also wish 
to record my thanks to Dr. G. Ramage, medical officer of health 
for Staffordshire, for his permission to publish this report. 
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‘trunk, and in the sacro-iliac joints. 


ABSORPTION OF VITAMIN D IN : 
STEATORRHOEA 


BY 

L. P. R. FOURMAN, M.D. 
AND 
G. H. SPRAY, D.Phil. . 


(From the Nuffield Department of Clinical Medicine, 
University of Oxford) 


Osteomalacia, though rare in this country, may sometimes 
be seen as a complication of steatorrhoea. Ryle (1924) 
and others have suggested that the formation of insolubj 
calcium soaps in the fatty intestinal contents inhibi, 
calcium absorption in this condition. Although unabsorbeg 
fat in the bowel does affect calcium absorption (Telfer, 
1926-7), soap formation cannot entirely explain the failure 
to absorb calcium, otherwise the patients should absorh 
calcium normally on a fat-free diet. In fact, restriction 
pf fat intake alone does not improve calcium absorption 
(Bauer and Marble, 1932; Bassett et al., 1939), by 
vitamin D rapidly restores it to normal even with a normal 
fat intake, indicating that the patients are vitamin-D. 
deficient. It was suggested that this was due to a failur 
of absorption of the vitamin, but no direct evidence of 
such an effect has. been given. In three cases successfully 
treated with vitamin D, Bassett et al. (1939) used larg 
doses (225,000-900,000 iu. daily) by mouth, these dose 
being similar to those required in cases of vitamin-D. 
resistant rickets (McCance, 1947); they obtained equivocal 
results when smaller doses (10,000 i.u. daily) were given 
parenterally to another patient. Bauer and Marble (193?) 
obtained an immediate response with 10 mg. of ergosterol 
daily by mouth. 

Wher a woman with osteomalacia due to steatorrhoe 
recently came under our observation the absorption of 
vitamin D was investigated by comparing the responses 
to oral and parenteral administration, using doses known 
to be adequate for treatment of osteomalacia of dietary 
origin (Liu et al., 1935). 


Case History 

The patient, a nun aged 61, had worked in Poona from 1932 
to 1937. In 1938-a right hemicolectomy, including resection 
of the last 4 in. (10 cm.) of the ileum, was performed for 
carcinoma of the’ caecum; healed tuberculous mesenteric 
glands were found at. operation. After this operation she 
had diarrhoea, and in July, 1944, she was admitted to this 
unit for anaemia. Steatorrhoea with megaloblastic anaemia 
was then found. A sternal puncture showed the sternum to 
be soft; plasma phosphatase was 14 King-Armstrong units, 
but serum calcium and phosphate were not estimated and 
osteomalacia was not suspected at that time. 

Treatment was begun with a low-fat diet with extra meat, 
weekly liver injections, and added vitamins A and D (1,50 
units daily), and this regime was continued after discharge. 
The anaemia and diarrhoea responded fairly well, but in the 
spring of 1946 she had severe pains in the spine, round the 
Radiographs revealed 
generalized osteoporosis, and calcium sodium lactate (6 ¢ 
daily) was prescribed. This helped to control the diarrhoea, 
but produced little change in the bone pains. These were 
rather better after a summer holiday, but this improvement 
may be ascribed to sunlight rather than to the treatment, for 
in the spring of 1947 her condition had again become much 
worse. Every movement of the trunk was very painful ; from 
the lying position she could not sit up without pulling herself 
up by her arms; her muscles felt weak and she was getting 
involuntary spasms of the abdominal muscles. Her ribs wert 
very tender. Chvostek’s sign was positive, Trousseau’s sigh 
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negative. She was. admitted to hospital, where the presence 
of steatorrhoea was confirmed, although the anaemia had 
improved (Hb, 11.7 g. % ; R.B.C., 4,400,000 per c.mm. ; M.C.V., 
‘91 cu.p). 

The report of biochemical’ investigations was as follows: 
blood urea, 35 mg. per 100 ml.; plasma chloride, 464 mg. per 
100 ml. (79.5 m.eq./1.); blood bicarbonate, 50 vols. per 100 mil. 
(22.2 m.eq./1.); blood phosphate, 2.77 mg. per 100 ml. (1.62 
m.eq./1.); serum calcium, 8.8 mg. per 100 ml. (4.4 m.eq./I1.); 
plasma phosphatase, 58 King-Armstrong units; plasma pro- 
teins, total 4.7 g. per 100 ml. ; albumin, 2.75 g. per 100 ml. 

Radiographs of the bones revealed considerable decalcifica- 
tion and multiple fractures of the ribs on the right side. These 
defects, together with the low blood calcium and phosphate and 
the high phosphatase, confirmed a diagnosis of osteomalacia. 
The condition had progressed despite the low-fat diet with 
added vitamin D for nearly three years, and had not responded 
to the extra calcium intake. During a preliminary period of 
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Chart showing the blood findings during treatment with vitamin D. 


observation the calcium sodium lactate was increased to 16 g. 


daily, and the vitamin D to 12,000 units daily by mouth. A low-— 


fat diet (30 g. of fat daily) and liver injections were continued 
as before. Her pains slowly disappeared, but she remained too 
weak to get up. Blood findings were practically unchanged (see 
Fig.). This treatment was continued for five weeks prior to the 
observations on calcium absorption. 


Experimental Observations 

The object of the calcium balance observations was to obtain 
evidence on the absorption of vitamin D. The experiment was 
begun with a relatively high fat intake (70 g. daily), but time 
did not permit us to continue the observations on a lower 
intake. Preliminary tests had shown that 40-50% of the dietary 
fat was excreted, so that during the experiment 25 g. of calcium 
lactate was given daily, the diet thus containing more calcium 
than would combine with this amount of fat in the stools. 
Observations were made over ten four-day periods, begirining 
three days after the start of the experimental regime. The fat 
intake was almost constant throughout the experiment, and the 
total fat excretion in each period was measured. During the 
first four four-day periods vitamin D (12,000 units daily) by 


+ 


mouth was continued, but for the next four periods the same 
dose was given parenterally. Finally, to determine the effect 
of the added calcium on fat absorption, fat excretion was 
measured during a further two four-day periods without any 
added calcium ; calcium balances were not determined for these 
last two periods. 

Calcium intakes were calculated partly from food tables 
(McCance and Widdowson, 1946), but the calcium contents 
of calcium lactate and milk were measured direct. These 
sources accounted for about 4.5 g. of the total daily intake 
of about 4.6 g., so that the probable error of 10% due to using 
food tables represented a negligible error in estimating the total 
calcium intake. With the exception of milk, no foods rich in 
calcium or which contained much oxalate were given. The 
bread intake was kept constant. All fat intakes were determined 
from food tables. 

For the four-day collection periods carmine (0.6 g.) was used 
as a faecal marker, and a rectal washout of distilled water was 
‘given to complete each collection. Calcium was determined by 
titration—in the faeces by the method of McCrudden (1911-12), 
in the urine by that of Shohl and Pedley (1922)—while the 
inorganic phosphate of urine was estimated colorimetrically, 
using the method of Berenblum and Chain (1938). Faecal fat 
was estimated gravimetrically after extracting with petroleum 
ether an aliquot of wet faeces previously treated with hydro- 
chloric acid and dried with plaster-of-Paris. 


y Results 

During the time of the balance observations there was no 
significant rise in blood calcium or phosphate (see Fig.), despite 
apparently effective treatment (cf. Bauer and Marble, 1932; 
Liu et al., 1935). In periods 1-4, with oral vitamin D, 1.9 g. 
of calcium was retained, while in periods 5-8, with parenteral 
therapy, 6 g. was retained (see Table). Marked calcium reten- 
tion began only during the second four-day period after the 


Table showing Four-day Calcium and Fat Balances with Oral and 
Parenteral Vitamin D Therapy 


Calcium Phos- 
phate Fat (g.) 
(g.) Faeces Urine| Urine Entaies In 
(g.) (g.) | (mg.)| Faeces 
By mouth: 
1 a 19-2 17-6 1-6 | 130 1-36 278 | 244 
= 2 at 18-3 16-7 1:6 | 130-| 1-05 263 212 
2) 3 19-2 | 19:9 | -0-7]| 90 | 1-60 238 
3 4 18-9 19-5 | —06]| 10 1-53 281 
2 Total (16 days) | 75-6 73-7 1-9 5-54 | 1,111 934 
3 Intramuscularly : 
a gs 18-0 200 | —2:0 7 | 1-32 266 | 266 
> 6 =. es 18-7 15-7 3-0 4 1-56 273 200 
18-2 16-3 1-9 3 1°43 279 284 
8 ad - 18-4 15-3 3-1 4 1-89 ‘280 | 282 - 
E Total (16 days) | 73-3 67-3 6:0 6:20 | 1,098 | 1,032 
9 Approx 276 128 
10} P60 280 144 


start of parenteral therapy. Bauer and Marble found an 
immediate response to treatment, but Liu ef al. (1935) and 
Linder and Harris (1930) also found a negative calcium 
balance immediately after beginning treatment. 
authors attributed this to the parathyroid-like action of vita- 
min D, but the absence of an associated rise in urinary phosphate 


excretion makes this explanation unlikely (Albright et al., 1946). 


The greatly improved calcium balance after parenteral 
therapy cannot be due to collection errors, for these would 
affect the results for fat excretion similarly. In fact, fat excre- 
tion rose during the second experimental period, when fat 
absorption was apparently less than 10%. The excessive loss 
of fat in the faeces was partly due to the high calcium intake: 
thus the mean daily fatty acid loss in periods 7 and 8 was 71 g., 
in periods 9 and 10, when no supplementary calcium was given, 
34 g.—a difference of 37 g. This amount of fat, assuming an 
average molecular weight of 271 for fatty acids, would combine 
with 2.78 g. of calcium. The actual supplementary calcium 
intake was 3.15 g. This effect of calcium in preventing fat 
absorption was much more pronounced than in normal people 
(Fourman), and similar findings in steatorrhoea have been 
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reported by Bassett et al. (1939). 


formation. There may be two reasons for this : 


ment blood calcium and phosphate values had risen to normal 


with continued parenteral vitamin D therapy, but the phospha- 


tase remained high (see Fig.). 


Discussion 


The response to the parenteral injection of a dose of 
vitamin D which was ineffective by mouth indicates 
failure of absorption of vitamin D in our patient. This 
failure was not due to the increased steatorrhoea produced 


by the experimental conditions, since these conditions did not 


obtain before the experiment was begun, when the patient 
had been receiving the same dose of the vitamin while 
on a low-fat diet. Absorption of the vitamin at this time 
would have affected calcium absorption during the experi- 
mental period, since the action of vitamin D even in small 
doses is a prolonged one (Hannon et al., 1934), so that 
apparently even without massive steatorrhoea absorption 
of the vitamin was defective. We were not able, as 
originally planned, to determine whether absorption of the 
vitamin occurs in the absence of fat in the bowel. 

On the basis of our observations certain recommen- 
dations may be made. Ordinary doses of vitamin D 
may be ineffective in the prevention of osteomalacia in 
steatorrhoea. In the treatment of this condition parenteral 
therapy with ordinary doses of the vitamin is effective ; 
oral therapy requires very large doses and is at best un- 
certain. Large amounts of calcium are necessary to 
replenish the stores. The patient may absorb 1 g. of 
calcium daily, equivalent to 7.7 g. of calcium lactate, 


' and may even absorb much more (Starr and Gardner, 


1930). It should be remembered, too, that approximately 
13.5 g. of fatty acids combine with 1 g. of calcium, and 
it is possible that some calcium becomes ‘unavailable by 
forming calcium soaps, so that, though the fat intake need 
never be severely limited except for diarrhoea, it should 
be .as low as is compatible with a palatable diet when 
steatorrhoea is complicated by osteomalacia. Possible 
deficiencies of other fat-soluble vitamins need also to be 
‘treated. 


Summary 


A case of osteomalacia secondary to steatorrhoea is described. 
The bone disease progressed despite treatment with a low-fat 
diet and vitamin D and calcium supplements. On a daily 
intake of 70 g. of fat, 4.6 g. of calcium, and 12,000 i.u. of 
vitamin D orally the patient retained 1.9 g. of calcium in 
16 days. With the same dose of vitamin given intramuscularly 
she retained 6 g. of calcium in 16 days. Apparently a failure 
to absorb vitamin D occurs in osteomalacia due to steatorrhoea. 


We are indebted to Mr. J. R. P. O’Brien and the Nuffield Depart- 
ment of Clinical Biochemistry for the blood and faecal fat analyses 
and to the nursing staff of Collier Ward for their willing co-operation. 
We wish to thank Miss Sheila V. Haddacks for arranging the diets 
during the experimental periods. 
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SUPERIOR MESENTERIC ARTERIAL 
OCCLUSION 
RECOVERY WITHOUT RESECTION 
BY 


W. GARDEN HENDRY, M.B., F.R.C.S., F.R.C.S.Ed, 
Surgeon, E.M.S. L.C.C. Northern Hospital, 
Winchmore Hill, London 


In the pre-heparin era Whittaker and Pemberton (1938), in 
a discussion of 60 cases of superior mesenteric arterial: 
occlusion, cited only one case with spontaneous recovery 
which later, coming to necropsy from an unrelated cause, 
was proved to have obliteration of the superior mesenteric 
artery. They also quoted Dye as having had three cases 
clinically diagnosed as mesenteric thrombosis, in which, 
on death from unrelated causes, obliteration of that artery 
was found at necropsy. However, since the introduction 
of heparin therapy, Jorpes (1946) quotes Ravdin as having 
two spontaneous recoveries, and Rudberg as having one m 
which the intestine looked viable and was not resected. 

Spontaneous “Recovery in Case Management.—The 
incidence of spontaneous recovery is impossible of assess- 
ment from the data available, as a number of cases undiag- 
nosed and untreated will recover ; but that a definite per- 
centage do recover is certain, and this should be borne in 
mind when one is confronted with haemorrhagic infarction 
of the small gut that is still apparently viable. Especially 
is this so now, for while in the past the mortality rate of 
resected cases was 84.2% (Whittaker and Pemberton, 1938) 
and 83% (Cokkinis, 1926), the rate has no doubt dropped 
considerably in early cases since the introduction of heparin, 
—for example, Jorpes (1946) quotes Murray and McKenzie 
as having six resections with four recoveries. 

Aetiology.—Cases of arterial occlusion can be immediately 
divided into embolic and thrombotic, and most of those 
in the literature would seem to be due to -the latter 
phenomenon in local arterial disease—a very common 
condition, whether it be an atheroma, an arteriosclerosis, or 
a ‘thrombo-angiitis obliterans. Even in cases of degenera- 
tive heart disease a thrombosis from associated arterial 
disease is more likely than an embolism, though in valvular 
disease of the heart embolism of course does occur. In 
the following case, with no evidence of embolism and with 
widespread peripheral arterial degeneration, thrombosis is 
very probably the correct diagnosis. 


Addendum to Accepted Pathology 
It is puzzling that a part with so much collateral circu- 
lation is:so readily subject to infarction, and it has been 
suggested (Boyd, 1946) that the intense spasm of the gut in 
response to the local anaemia isolates the segment from the 
neighbouring circulation, while Cokkinis (1926) avers that 
infarction takes place when the secondary spreading throm- 


bosis reaches the distal arterial arcade and blocks the vasa 
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recta. It would seem to be more in line with vascular 

thology to suggest that in response to a local thrombosis 
a state of severe arterial spasm or “ stupor ” results in the 
distal arterial tree from a local vasoconstrictor reflex. This 
would at once place emphasis on treatment by such 
measures as restoration of the blood pressure by replace- 
ment of circulating fluid, moderate heat, and adequate 
morphine—in themselves powerful methods of overcoming 
the generalized vasospasm associated with the profound 
shock found in this condition. Locally, in the viable cases 
under discussion, an excision of the thrombosed segment of 
artery should be undertaken, or, if this is impracticable, 
qa periarterial sympathectomy of the main trunk of the 
superior mesenteric artery. In post-operative care heparin, 
of course, will always be added to minimize the extent of 
the secondary thrombosis. 

It is perhaps relevant, before leaving this subject of 
arterial spasm, to refer to the exhaustive account by Cohen 
(1944), who, studying peripheral vessels, could find no 
evidence of a sympathetic reflex and little evidence that 
periarterial sympathectomy has any effect on vascular 

; nor did he find that arteriectomies had any dramatic 
effect on the return of distal pulses—in fact, he pointed out 
that no vasoconstriction occurs in the deeper vessels of an 
extremity on stimulation of the sympathetic nerve. How- 
ever, in the case of the splanchnic area, conditions are very 
different, and the importance of vasoconstrictor fibres is 
very great; in fact, the splanchnic bed forms the most 
important part of the peripheral resistance (Wright, 1945). 


Case History and Course 


The patient, a retired bank clerk, aged 64 years, was admitted at 
4 p.m. on Aug. 19, 1947. There was no previous history of illness 
of note. The patient had always been a healthy man, but had 
been on a pension for several years on account of “ gout.” The 
family history revealed nothing relevant. He was awakened at 
5 a.m. on Aug. 19 with abdominal colic which made him roll 
about the bed. He had breakfast at 8 a.m., when the pains 
became worse, and he vomited at 10 a.m. and again at midday, 
since when he had been retching. His bowels had not opened 
since the onset of the pain, but previously they had been quite 
regular. General interrogation revealed that he had had 
palpitations both at rest and on exertion and that for several 
years he had noticed shortness of breath on stair-climbing. 
There was no swelling of the ankles. He had had frequent 
severe frontal headaches and some frequency and difficulty of 
micturition. 

On examination the patient was seen to be a rather pale 
elderly man with slightly cyanotic lips ; he was not in obvious 
pain. The temperature was 95° F. (35° C.), pulse 120, with very 
poor volume ; the tongue was very dry, and the breath faecal- 
smelling. The central nervous system revealed nothing 
abnormal. The lung fields were clear. The heart was not 
clinically abnormal. The blood pressure was 70/50. The 
peripheral arteries were tortuous and thickened in both upper 
and lower extremities. The abdomen moved freely on respira- 
tion; there was no rigidity or distension, but a generalized 
ill-defined tenderness was present. There was a distinct rebound 
tenderness even though the patient was well under the influence 
of morphine. Shifting dullness could be elicited, and auscuita- 
tion revealed vigorous widespread audible peristalsis. 
rectum the prostate was felt to be somewhat enlarged, but there 
was no rectal tenderness at the tip of the finger. The urine 
contained a trace of albumin and of blood. A first enema 
produced a few flecks of faeces and no flatus. A second enema 
after half an hour gave a good faecal result, and the enema fluid 
looked as though it was blood-stained. Two hours after 
admission the patient vomited a faecal-smelling light-coloured 
vomit. A plasma drip was started and operation was decided 
upon. 
Operative Findings (Cyclopropane-oxygen anaesthesia).— 
A right lower transverse abdominal incision revealed a 
normal appendix and 2 to 3 pints (1.1 to 1.7 litres) of 


Per . 


blood-stained free fluid which was spontaneously coagulable. 
In the upper abdomen two upper loops of jejunum were 
markedly engorged and contracted, with a mesentery grossly 
oedematous right up to the border of the intestine. The 
mesentery was at least 1 in. (2.5 cm.) thick. The bowel was 
in a condition of haemorrhagic infarction and seemed still 
viable, so the ‘abdomen was closed without intervention, as 
it was considered that a patient with a systolic blood pres- 
sure of 70 mm. Hg was unfit to withstand any extensive 
intra-abdominal procedure. 

Post-operative Course.—Continuous gastric suction was started 
and fluids were given by mouth from the first day. Slow intra- 
venous glucose-saline was given to attain rehydration. In 
addition intravenous heparin, “liquemin” (Roche), 5 ml. 
(50 mg.), was given every five hours, which kept the capillary 
coagulation time between 10 and 20 minutes. This was con- 
tinued for five days. On the first day the blood pressure was 
114/64 and the suction fluid dark and foul-smelling. The 
intravenous fluids were continued. On the second day the 
blood pressure was 138/84, the suction fluid was clearing, and 
the intravenous fluids were still being given. On the third day 
the blood pressure was 138/84, and the suction and intravenous 
fluids were discontinued. On the fourth day the blood pressure 
was 152/90; there was no gastric residue and the patient was 
beginning to feel hungry. Nourishing fluids were started and 
the bowels opened normally. On the fifth day the blood 
pressure was 156/98; the patient was now feeling quite well 
and was taking a normal diet. Heparin was discontinued. 
From then on convalescence was uninterrupted, and the blood 
pressure finally remained at 150/90. 


Comment 


Diagnosis.—In retrospect I feel that the diagnosis could 
have been made with some confidence, for here was a 
patient presenting the picture of (a) really profound shock, 
(b) partial intestinal obstruction with repeated and pro- 
gressive vomiting but with good peristalsis and an adequate 
result from two enemas, and (c) peritoneal irritation 
evidenced by marked rebound tenderness and the presence 
of clinical free fluid. The blood-stained second enema 
should really have clinched matters, and is of interest as 
denoting that the vigorous peristalsis had propelled’ blood- 
stained contents of the small intestine into the colon suffi- 
ciently to be evacuated with the enema. This picture in a 
man with obvious peripheral arteriosclerosis was very 
suggestive indeed. ; 

Differential Diagnosis—Such profound shock is likely 
only in the following conditions: (1) Coronary thrombosis, 
which was ruled out in this case as all the signs were so 
obviously abdominal ; (2) Acute pancreatitis, which would 
not be associated’ with progressive vomiting or with a 
blood-stained enema and in which the pain is much more 
severe and constant in character; and (3) Long-loop 
strangulation, which would present a very similar picture 
but in which some previous operative intervention would 
probably be noted and the second enema would be 
unlikely to produce any result, but certainly not a blood- 
stained one. 

The Causation of Shock.—In this case there is little doubt 
that the shock was due to the escape from the circulating 
blood of a large quantity of plasma by transudation from 
damaged intestinal and mesenteric capillaries, and approxi- 
mately 3 pints (1.7 litres) of spontaneously coagulable fluid 
was evacuated from the abdomen. 

According to the literature, shock and blood-stained intra- 
peritoneal fluid are common findings in these cases. I would. 
suggest that really massive plasma infusions of 2 to 3 pints 
(1.1 to 1.7 litres) should be given immediately and be con- 
tinued till the blood pressure reached a satisfactory level and 
haemo-dilution to 110% Hb was obtained, as the condition 
of this patient was certainly closely allied to the condition 
of shock in burns. 
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Summary 


The aetiology and pathology of superior mesenteric arterial 
occlusion are discussed, and arterial “stupor” is suggested as 
being of importance. 

The history, clinical findings, and course of a case of 
“spontaneous recovery” are detailed and the diagnosis and 
differential diagnosis noted. 

The causation of shock is discussed and suggestions are made 
as to its treatment. 

REFERENCES 
Boyd, W. (1946). Surgical Pathology. Philadelphia. 
Cohen, SM. (1944). Lancet, 1, 1. 
Cokkinis, A. J. (1926). Mesenteric Vascular Occlusion. London. 
ete 7 J E. (1946). Heparin in the Treatment of Thrombosis. 
ndon. 
Whittaker, L. D., and Pemberton, J. de J. (1938). J. Amer. med. 


Ass., 111, 21. 
Wright, S. (1945). Applied Physiology. London. 


CHEMOTHERAPY OF INFECTED URINES 
IN PARAPLEGIA 
BY 


PETER T. J. C. P. WARNER, M.B., B.S. 
(From the Central Pathology Laboratory, Stoke Mandeville 


Hospital, and the Bland-Sutton Institute of Pathology, 
Middlesex Hospital) 


During the routine bacteriological examination of urines 
from patients with complete transverse lesions of the spinal 
cord and suffering from chronic cystitis it was noticed 
that a large percentage of the lactose-fermenting colonies 
grown, which on staining were seen to be composed of 
Gram-negative bacilli, were distinctly mucoid in appear- 
ance. They occasionally contained a bubble of gas trapped 
in the substance of the colony, which suggested that the 
organisms were Bact. aerogenes rather than Bact. coli. 
This observation, together with the increasing interest in 
the treatment of urinary infections with streptomycin and 
penicillin, prompted this investigation. Fifty strains of 
coliform organisms from the above-mentioned paraplegic 
patients were tested to determine the incidence of Bact. 
aerogenes and their sensitivity to penicillin, streptomycin, 
and sulphathiazole. 


Materials and Methods 


Fifty strains of these Gram-negative organisms, which 
produced acid and gas from a fluid medium containing 
1% lactose, were primarily isolated from the routine 
litmus-lactose-agar plate cultures of paraplegic patients’ 
urines. These were either the predominating or the only 
organisms grown. A single colony was picked off the 
plate, spread on a second plate, and reincubated ; after 
- incubation overnight at 37° C. a single colony was picked 
off the second plate and inoculated on a broth-agar slope 
in a cotton-wool-plugged centrifuge tube (4 in. x 5/8 in. 
'—10.2 cm. x 1.6 cm.). After incubation overnight the 
slopes were covered with sterile liquid paraffin as 
described by Morton and Pulaski (1938), who showed that 
organisms kept under such conditions did not alter their 
characteristics. After Six months at room temperature all 
cultures were viable. During this period the organisms 
were subcultured and subjected to biochemical tests for 
identification and tests for sensitivity to streptomycin, 
penicillin, and sulphathiazole. 

The stock cultures were subcultured on to litmus-—lactose 
plates to check purity. The following day one colony was 
picked off into peptone water. The peptone water was 


then incubated at 37° C. for 4 to 6 hours, when subc 
were made into the following media: (1) Clark and Lubs’s 
glucose phosphate medium, (2) Koser’s citrate 
(3) McConkey’s broth. The first two were incubated at 
room temperature and the latter at 44° C. The peptone. 
water cultures were retained and incubated at 37° C, 

Indole Test—This was performed on the Original 
peptone-water cultures with equal parts of culture ang 
Ehrlich’s reagent and one drop of saturated potassium 
persulphate. The test was performed at 3, 5, and 10 days, 
All positive reactions were obtained on the third day ang 
remained positive on the fifth and tenth days. 

Voges-Proskauer Reaction.—Glucose—phosphate medium 
was used and incubated .t room temperature, and the 
a-naphthol test of Barritt (1936, 1943) was used. The test 
was performed at 48 hours. ee 

Methyl-red Test——Glucose—phosphate medium was used 
and incubated at room temperature. The test was 
performed at 3 days. 

Growth in Citrate-—Koser’s citrate was inoculated with 
a straight wire from the peptone-water culture and 
incubated at room temperature. The cultures were not dis. 
carded for 10 days, but if growth occurred it was evident 
in the first 48 hours. ; 

Gas at 44° C.—McConkey’s broth was inoculated after 
being warmed to 44° C. The cultures were incubated ip 
a water-bath running at 44 + 1° C. 


In the case of four anomalous cultures the tests were 


repeated ; the ability to grow in citrate was also tested 
at 37° C., with a normal as well as a large inoculum, all 
with the same results. 

Penicillin and Streptomycin Sensitivity Tests—The 
appropriate concentration of the drug was diluted in 
infusion broth and approximately 1 ml. of this solution 
transferred to sterile cotton-wool-plugged tubes, 3 in. x 4 in. 
(7.6 cm. x 1.25 cm.). These were inoculated with a drop 
of broth culture of the organisms under test and incubated 
overnight. The following morning the tubes were examined 
with the naked eye for growth. 

Sulphathiazole Sensitivity Tests.—Poured-broth-agar 
plates were used with the appropriate concentration of 
sulphathiazole added and containing laked horse’s blood 
to neutralize sulphonamide antagonizers, as described by 
Harper and Cawston (1945). 


Results 


Table I shows the incidence of the different types of 
organisms and their biochemical reactions. Table Il 
shows the results of the sensitivity tests. Those organisms 
which were resistant to 500 units of penicillin per ml. were 
subjected to a further series of tests for sensitivity to 
penicillin ; the results of these and of the tests for sensi- 
tivity to sulphathiazole are shown later. 

The results of the streptomycin-sensitivity tests show that 
9 out of 12 (75%) of the strains of Bact. coli are sensitive 


TABLE I 

Organism + = 
§ | S28 5s 
2 24 + + + 
coli type I* | Pear ae 
Bact. aerogenes... 64 + + 
Unclassified . . 4 8 + 

Total .. -. | 50 | 100 


* An atypical form of Bact. coli (Wilson and Miles, 1946). 
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TaBLe II 
ug. of Strept Units of Penicillin 
; No. of | — per ml. Inhibi per ml. Inhibiting 
Organism Growth Growth 
n ic 
Group | <1 | 1-8 | 8-16 |16-32) 50-| 75— |100-|200-| >500 
: 75 | 100! 200 | 500 
2 ]/0]3]1! 9;/o0{2] 0 
regular Bact.coi} 2 
t 
Bach aerogenes ..| 32 |18 |14 01] 0] 0] 2} 30 
ssified 4 of 4° 
Total 50 |24 /22 | | 4/2/10] 0 4 | 34 


to less than 8 yg., and 3 out of 12 (25%) of the strains to 
between 16 and 32 yg. of streptomycin per ml.; 46 out 
of 50 (92%) of all the organisms are sensitive to less than 
8 wg., and the remaining 8% to between 16 and 32 yg. 
per ml. Out of 32 strains of Bact. aerogenes 30 (94%) will 
grow in a concentration of 500 units of penicillin per ml. ; 
whereas 10 out of 12 (83%) of Bact. coli strains are 
inhibited by 100 units of penicillin per ml. Seventy-six per 
cent of all strains grow in 200, 68% grow in 500, and 24% 
are inhibited by 100 units of penicillin per ml. 

Forty-six (92%) of the strains resisted 50 mg. of sulpha- 
thiazole per 100 ml.; 4 (8%) were sensitive to 1 mg. per 
100 ml. Of the 4 that were sensitive 2 were Bact. aerogenes 
and 2 Bact. coli. 

The 34 strains (30 Bact. aerogenes and 4 unclassified) 
which were resistant to 500 units of penicillin per ml. were 
tested in 11 higher concentrations to a maximum of 100,000 
units per ml. Twenty-five were inhibited by concentrations 
of between 1,000 and 5,000 units per ml., but 6 were 
resistant to 50,000, and 1 strain to 100,000, units per ml. 


Discussion 
It is generally agreed that Bact. aerogenes is found most 


_ commonly in soil and on vegetation and when encountered 


in public-health work is not necessarily considered indica- 
tive of recent excretal contamination of water and food- 
stuffs. But Cruickshank (1931) states that it can be 
isolated from the stools of the majority of normal people 
if enrichment methods are used, and Gray (1932) found 
it in 37 out of 40 samples of faeces from 10 normal people. 
Other workers give figures from 0 to 26%. 

However, Bact. aerogenes is not infrequently found in 
urinary infections. This organism has been reported as 
constituting 63% (Burke-Gaffney, 1932) and 52% (Burke- 
Gaffney, 1933) of urinary coliform organisms in Tangan- 
yika territory, 50% of urinary Gram-negative bacilli 
(Hill et al., 1929) in the U.S.A., and 39% of all urinary 
organisms from patients with “neurogenic” bladders 
(Petroff and Lucas, 1946) also in the U.S.A. The latter 
workers, however, do not mention Bact. coli in their list 
of percentage incidence of organism although it does 
appear in their tables, so it is impossible to calculate the pro- 
portion of Bact. aerogenes to Bact. coli in their series of 
87 cases. It thus appears that the incidence of Bact. 
aerogenes in the series of patients reported in this paper 
is of the same order as that in groups of patients with 
urinary infections described by other workers. 

The organism called “ Irregular type 1” resembles Bact. 
coli in its primarily intestinal origin and biochemical 
characteristics, differing only in that it does not produce 
gas from McConkey’s lactose broth. It also resembles 


Bact. coli in being comparatively sensitive to penicillin (see 
Table II). The group labelled “ unclassified ” in the tables 
resembles Bact. aerogenes biochemically except that it does 
not utilize citrate. The resistance of this group to penicillin 
and streptomycin is of the same order as that of Bact. 


aerogenes. 


It is clear from the results of the sensitivity tests (see 
Table II) that all the organisms examined here are fairly 
susceptible to streptomycin irrespective of their type. 
However, all the Bact. aerogenes and the unclassified 
organisms are sensitive to 8 pg. or less per ml., whereas 
3 out of 12 Bact. coli strains and 1 out of 2 of the related 
irregular types are insensitive to 16 ug. but sensitive to 
32 ug. per ml. Thus perhaps Bact. coli is less sensitive to 
streptomycin than is Bact. aerogenes. In any event 46 
(92%) of the strains of coliform organisms lie within, and 
the remaining 8% are doubtfully within, the -therapeutic 
range of streptomycin. ' 

It is difficult to foretell from these in vitro tests how 
successful streptomycin is likely to be in treatment, because 
the failures in these cases appear at times to be due to the 
rapid development of resistance by the organism to the 
drug. Despite this complication, however, Petroff and Lucas 
(1946) consider that their paraplegics with “ neurogenic ” 
bladders benefited from treatment with the drug, although 
their paper in some respects is not altogether conclusive. 
It may well be that streptomycin will become a valuable 
weapon in these infections, but from my experience it is 
obvious that as high dosages as possible should be tried. 
Starting the course with a dose considerably greater than 
the subsequent ones should be borne in mind. The purpose 
of these precautions is to ensure, that the responsible 
organism is never subjected to a concentration of strepto- 
mycin below the bactericidal or bacteriostatic level—that is 
to say, to those conditions that are likely to increase its 
resistance to the drug. We are assuming that the develop- 
ment of resistance is the result of contact with the drug 
and not due to the presence of a small percentage of 
naturally resistant strains. This point has not been decided, 
and no convincing evidence exists for either view. 


Since Peeney (1947) advocated the use of pencillin in 
Gram-negative bacillary infections of the urinary tract and 
Helmholz and Sung (1944) found that Bact. aerogenes was 
relatively insensitive to penicillin, it seemed important to 
determine here the incidence and resistance of that 
organism to penicillin, for a high incidence of penicillin- 
resistant organisms, either widespread or in any particular 
locality or group of patients, would be a contraindication — 
to the routine use of the drug in treatment. 

In this series penicillin divides the organisms into two 
fairly clearly defined groups: all but two strains of Bact. 
coli and the associated irregular Bact. coli are sensitive to 
100 units of penicillin per ml., whereas the Bact. aerogenes 
and the associated unclassified organisms are resistant to 
200 units*per ml. of penicillin, above which level Peeney 
(1947) suggests that they are not likely to respond to peni- 
cillin therapy. Thus resistance to penicillin may be a 
characteristic of the aerogenes group of organisms, and 
‘the incorporation of penicillin in an appropriate concentra- 
tion in a medium might be suitable for isolating Bact. 
aerogenes. In view, then, of the high incidence of Bact. 
aerogenes in this and other series of cases and the un- 
doubted resistance of this organism to penicillin, it is 
obvious that this drug cannot be used for the routine treat- 
ment of urinary infections involving coliform organisms, 
especially if we accept Peeney’s (1947) suggestions without 
reserve. Moreover, 76% of the total number of coliforms 
in this series are resistant to penicillin according to his 
criteria. Under the circumstances penicillin treatment 
would be only occasionally successful in these infections 
and then only under full bacteriological control. 

It has been assumed that it is necessary to obtain only 
the concentration of penicillin in the urine which in vitro 
will be bactericidal to the organisms involved; this 
obviously is not the case, for the organisms must be causing 
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the mischief in the tissues of the urinary tract. This is 
evident from the polymorphonuclear leucocytosis that 
occurs, and it is generally accepted that these infections 
are blood-borne or spread by lymphatics (Walker, 1922, 
1930). This worker and others have demonstrated 
organisms and cellular infiltration in the tissues of the 
urinary tract. Of course the mischief may not be very deep- 
seated and the concentration of penicillin in the tissues of 
the urinary tract may be higher than elsewhere owing to 
the diffusion of that substance from the urine, but even 
if this is the case the tissue concentration must be lower 


than the urinary, though it may be greater than the blood. - 


Thus we see that it is impossible to relate directly the 


urinary level and the sensitivity of the organism to peni-. 


cillin in vitro and in this way determine whether a urinary 
infection is likely to respond to treatment with a certain 
dosage of penicillin ; this argument will apply to any other 
drug. The final court of appeal, as always in this particular 
type of problem, will be clinical trial and error of various 
dosage systems given under standard conditions and related 
to the in vitro drug sensitivity of the organisms. 

With ordinary doses it is practicable to maintain an 
average level of 200 units per ml. of penicillin in the urine, 
but theoretically there is no reason why 2 or more million 
units of penicillin should not be injected every three hours, 
though even under the best conditions this dosage would 
be inadequate for one-quarter of the Bact. aerogenes and 
nearly one-fifth of all the organisms in this series (as 
indicated by the extended penicillin sensitivities listed in 
the results). When penicillin becomes cheaper and even 
more readily available it may be possible to treat most 
Gram-negative urinary infections with it. In any event, 
it is already useful for treating urinary infections associated 
with Gram-positive organisms. 

Of the coliforms examined 46 out of 50 (92%) resist 
50 mg. of sulphathiazole per 100 ml. using the method 
described above. This is in approximate agreement with 
the findings of Neter and Clark (1944) but not with Strauss 
and Finland (1941), who used a synthetic medium. There 
do not seem to have been any published reports of the 
correlation of in vitro sensitivities with clinical results, but 
the figure seems high. Bearing in mind the possible site of 
action of the drug, one must pause to consider how much 
value the sulphonamides are in urinary infections with 
Gram-negative bacilli, However, Nathan (1947) reports 
favourably on them for treating paraplegic patients with 
suprapubic cystostomy. 


Summary 

Of 50 strains of lactose-fermenting coliform organisms 
isolated from infected urines of paraplegic patients 32 were 
Bact. aerogenes, 12 were Bact. coli, 2 were irregular types of 
Bact. coli, and 4 were unclassified. The incidence of Bact, 
aerogenes in this group does not differ greatly from that in other 
patients with urinary infections. 

All the organisms were sensitive to streptomycin, and all but 
4 resistant to 50 mg. of sulphathiazole per 100 ml. 

Bact, aerogenes and the unclassified organisms were relatively 
resistant, and Bact. coli and its irregular types relatively sensitive, 
to penicillin. The high incidence of Bact. aerogenes and its 
undoubted resistance to penicillin does not favour the use of the 
drug at present in the routine treatment of urinary infections 
by Gram-negative bacilli. In this series it was concluded that 
at least one-fifth of all the organisms were too resistant for 
penicillin treatment in high dosages and three-quarters too 
resistant for ordinary dosages. 

The results are discussed and their impact on the treatment 
of urinary infection considered. 


My thanks are due to Prof. J. McIntosh and Dr. F. R. Selbie for 
advice and criticism, and to Lady Florey and Prof. J. McIntosh for 
supplies of streptomycin. 
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CARDIAC MURMURS IN INFANCY 


BY 


NANCY COX, B.M., B.Ch., D.C.H. 
(From the Institute of Social Medicine, Oxford) 


Much has been written about cardiac murmurs in older 
children, but relatively little work has been done on their 
incidence and manifestations in infant communities. Von 
Reuss (1929) states that any definite murmur heard in a 
child who is quiet should be regarded as evidence of con. 
genital heart disease and that murmurs at this age are very 
rare. On the other hand Holt (1940) states that 50% of 
all children have a functional murmur at some time. Lyon 
and others (1940) examined 7,000 newborn infants in the 
obstetrical wards of a general hospital and found that 147 
(1.9%) had apical systolic murmurs ; two of these died uf 
congenital heart disease, and in 14 of the 88 who were 
re-examined six months later the murmurs were still 
present. 


Since the Child Health Survey of the Institute of Social — 


Medicine was initiated at Oxford three years ago 630 
children have been enrolled, and the oldest have now been 
under observation for three years ; 520 children remain in 
the survey at present, the 110 defaulters belonging chiefly 
to families which have moved to other areas owing to the 
housing shortage. 
periods varying from six months to two and a half years. 
It should be emphasized that this is not a hospital series 
but a sample of ostensibly healthy children drawn from 
all social classes, whereas the authors quoted either em- 
ployed a hospital population or have not stated how their 
samples were obtained. Of the 630 children, 32 (5%) have 
been noted as having a murmur at some time. It was 
thought that it would be interesting to investigate the time 
of development of these murmurs and their subsequent 
history so far as at present observed. 

In the course of the main health survey a full physical 
examination is made at regular intervals ; first at the age of 
6 weeks or less, then at 3, 6, 9, and 12 months, with sub- 
sequent examinations at six-monthly intervals. It has not 
always been possible to adhere strictly to the exact intervals 
owing to illnesses or other difficulties. Three observers, 
working in succession but observing the same routine as 
closely as possible, have carried out examinations on 
children first seen at infant welfare centres or at mother- 
craft clinics. All the children have had their chests ex- 


amined radiographically, first at the age of 6 months and 
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thereafter at six-monthly intervals, except in a few instances 
where some unforeseen occurrence has prevented this. 


Development of the Murmurs 


The 32 children with murmurs have been grouped accord- 
ing to the age at which the murmurs were first noted ; the 
murmurs have been described as “transient” if heard at 
only one examination and not subsequently ; “ temporary ” 
if heard at more than one examination and then apparently 
disappearing ; “persistent” if heard at more than one 
examination and persisting up to the most recent 


examination. 


Table Showing Development of the Murmurs 


T Persistent Fi 

ient mporary n irst Time 

— | Murmur Murmur and Not Yet 

First Noted Re-examined 
3 1 1 0 
3 1 1 1 1 
6-7 0 0 1 0 
9-10 3 0 2 1 
12-13 1 0 2 2 
18 1 1 6 0 
24 2 0 1 0 


The murmurs recorded were all systolic in time, and it 
may be noted that Owen and Kingsbury (1924) state that 
a diastolic murmur is never heard in a newborn infant. 
The murmur was often heard best when the child was 
lying down, and was usually loudest at the apex ; it was 
most commonly conducted over the whole praecordium, but 
in some cases it was confined to the left border of the 
sternum. Three murmurs were specifically described as 
cardio-respiratory. 


Some of the following data may prove relevant to the | 


presence or absence of murmurs, but the cases are as yet 
too few to allow any conclusions to be drawn. 


The ante-partum health of the mother was good in 21 cases, 
in the remainder the illnesses recorded were cystitis 1, ulcerated 
mouth 1, anaemia 1, ante-partum haemorrhage 1, toxaemia 1, 
vomiting 1, and giddiness 1 ; in three the health was recorded as 


“only fair.” The birth weight of one of the children was only 


4 lb. (1.8 kg.); the others varied between 6 lb. and 9 Ib. 2 oz. 
(2.7 and 4.1 kg.). The sex distribution was unequal—23 boys 
and 9 girls. The general physical condition of the children was 
noted as “ only fair” or “ poor” in 13 out of the 32, without 
any specific diagnosis being attached. According to the 
Registrar-General’s classification of social groups which 
depends upon the father’s occupation, one of the 32 children 
was in social group 1, four were in social group 2, 21 in social 


group 3, three in social group 4, and three in social group 5. | 


Group 3 has been the predominant single class from which the 
babies have been enrolled. 

Haemoglobin estimations were made in only six of these chil- 
dren, and these gave figures of 60%, 82%, 85%, 88%, 96% and 
106%. The haemoglobin estimations were discontinued because 
we were anxious not to undermine the confidence of the 
children, and those subjected to the test seemed to remember 
their visit unfavourably ; furthermore, the mothers were not 
always very willing ta consent to the taking of blood samples, 
and in a long-term survey such as this it is especially important 
not to risk the default of any more babies than can be helped. 
The child with the lowest recorded haemoglobin (60%) was 
treated with iron, and when last seen, while still under treat- 
ment, the murmur had become very much fainter. 

The x-ray examination of the chests in 20 out of 29 of the 
children showed considerable variation in respect of size or 
shape of the mediastinal shadow, which my colleague Dr. F. H. 
Kemp commented upon; but whether the variations are 
significant or whether they are within the wide range of normal 
variability manifest at this age has yet to be determined, The 
mediastinal shadow in infancy shows wide variations not only 
as between one baby and another but also in the same baby in 


successive radiographs taken at intervals of only a few seconds. 
Three of the children in this series were not radiographed. 


Discussion 


A long follow-up of these cases should provide further 
clinical data on the significance of the cardiac murmurs 
observed, and this report can be regarded only as prelim- 
inary. The knowledge that a murmur has been present 
since infancy may be of value to the individual, as it will 
assist in the differential diagnosis from rheumatic carditis 
at a later age, and in the absence of other signs or symptoms 
it may then be possible to allow normal activity, which 
might not otherwise seem justifiable. 


It is apparent from the material studied that some mur- 
murs are present from birth and others appear later. Those 
already present at the first examination and disappearing — 
later may be due to the changes taking place during the 
adaptation from foetal to post-natal life. Transient or 
temporary murmurs may also accompany anaemia or may 
be exocardial in origin. Persistent murmurs either may be 
due to relatively insignificant congenital defects or may 
accompany the more important lesions. 

It is noteworthy.that 23 out of the 32 murmurs were not 
detected until the age of 9 months of later, and that six of 
those appearing at 18 months have persisted. One child 
who had a murmur first detected when she was 9 months 
old is now 2} years old and has a loud persistent murmur 
with a faint palpable thrill over the pulmonary area, but 
no symptoms. It is possible that increased activity with 
crawling and walking may bring out defects not previously 
detectable. 

In only one case in the series was cyanosis observed. It 
was noted at birth, a murmur was detected soon after 
delivery, and the mother was informed that. the child had 
a congenital heart lesion. The cyanosis lasted only a few 
hours, but the murmur was present and clearly audible at 
each routine examination until the age of 1 year, when it 
was hardly perceptible. The child has been particularly 
healthy and active since she came under observation. In 
view of the fact that murmurs do disappear and that there 
may be no associated symptoms, it would seem advisable 
not to alarm mothers unduly. In the case described the | 
mother had waited 12 years to have a child and was then 
given the impression that the child would be a permanent 
invalid. One other child showed some suggestion of 
dyspnoea on exertion. Except in the case of the child with | 
anaemia, who had been suffering from diarrhoea for several 
weeks, there was nothing to suggest that the development 
of a murmur was ever a consequence of a specific illness. 
All the other children with murmurs appeared healthy, and 
no obvious congenital abnormalities were found affecting 
other structures. 

Summary 


In a routine periodic examination of the heart in 630 infants 
systolic murmurs were detected in 32 (5%). 

Some were present at the first examination—i.e., before the 
sixth week—and later either disappeared or persisted ; others 
appeared for the first time at the second or subsequent examina- 
tions, some of these disappearing and others persisting. _ 

In 22 cases the murmur was not detected until the age of 9 
months or later. 

With the exception of one case in which a thrill in the 
pulmonary area subsequently developed, and another in which 
there was some suggestion of dyspnoea on exertion, no 
associated symptoms or signs were recorded. 

No correlation between clinical findings and radiographic 
appearances could be established.* - 


I am indebted to Prof. J. A. Ryle, to Drs. Allen-Williams and 
Helen Morley (my in the survey), and to all my 
colleagues in the Institute of Social Medicine for their assistance and 
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lesions are usually well-defined maculae, or are slightly elevated, 
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MEDICAL 
advice. Thanks are also due to the medical officers and health with a wide variation in si P 
visitors of the Oxford City Health Department for their co-operation, red. These to bluish. 
} and to all the mothers for their participation in the survey. . y © face, neck, and 
i dorsum of hands and are rarely numerous. Apart from slight = 
subjective sensations are absent. 
circumscribed skin lesions: associated with myelogenoys 
» Barchy, A. a Dood, BB and Pritchard, M. L. (1944). The ang lymphatic leukaemia differ only in their distribution, and 
Holt, L. E. (1940). Diseases of Infancy and Childhood, 11th ed. the distribution of the lesions in the above case conforms More An In 
New York. to the myeloid type. Lewis (1919) published a similar ce 
Lyon. R. A., and others (1940). J. Pediat., 16, 310. with mastoid disease and the blood picture of Ivar | "Mm? 
itchell-Nelson (1945). Textbook of Paediatrics (ed. by W. E. picture or lymphatic [| rhe A 
Nelson). Philadelphia and London. leukaemia, as chloroma. Brannan (1926) states that this term Feirins 
Owen, a and Kingsbury, A. N. (1924). Brit. J. Child. Dis., ~— be used a green pigmentation is present Faird 
° : in the tumour, and Kandel (1937) defined the term as bein 0 
London. applicable to any tumour which is green when fresh. Tones The aul 
(1939), in an extensive review of the literature, decided that physical 
. chloroma presented itself in two clinical forms: (1) affecting | and Dir 
: children and characterized by rapidly growing bone tumours f the sé¢ 
M edical Memoranda and (2) an adult type in which a progressive anaemia and signs Socatic 
e : of leukaemia are more prominent. He believed, however, that Health | 
: in both types the two essential features are leukaemic changes Universi 
Acute Lymphatic Leukaemia Presenting with in the blood and green tumour deposits in the bones. The term § importa 
Skin Lesions and Mastoiditis “chloroma” should therefore be confined to conditions with § physical 
A lesions which have a frankly green colour, and is not applicable § atlantic 
It is exceptional for skin lesions to appear as the first or even to my case. in Britai 
as an early sign of leukaemia, although examples have been RO ee nite vee activities 
reported by Ketron and Gay (1923), Boardman (1928), and -J0un r permission to publish this yon 
Wintrobe and Mitchell (1940). The paucity of published litera case, Dr HL Fullerton for the haematological findings, and 
ture cn W. R. GauLD, M.D., M.R.C.P., reference 
case. Assistant Physician, well-kno’ 
A woman aged 65 was admitted to hospital on Nov. 7, 1946, with REFERENCES oe We mi 
a history of pains in the ears and deafness for three weeks and a sem Ny a —" a. oo 18, 86. tradition: 
more recent history of bilateral otorrhoea. Despite difficulties owing nnan, individua 
to deafness and her critical state it was ascertained that her health of social 
_ had been failing for some time and that within the previous three Kandel, E. V. (1937). Arch. intern. Med., 59, 691. ‘towards 
months she had developed a rash over her body. Ketron, L. W., and Gay, L. N. (1923). Arch. . Syph., Chicago, 7, 176. physical 
On admission she was gravely ill with pronounced anaemia and Lewis, E. C. (1919). Lancet, 2, 830. ial M 
slight icterus. Her gums were hypertrophied and bled readily, and Wintrobe, M. M., and Mitchell, D. M. (1940). Quart. J. Med., n.s., 9, 82. — = 
there were scattered loose stumps of carious teeth in both jaws— gr 
accounting for the presence of pathologically enlarged submental and as ane 
submaxillary nodes. There was evidence of bilateral mastoiditis. Over — Severe Reaction after Penicillin those wh 
the trunk and proximal regions of the limbs there were numerous The following report of a severe reaction following penicillin | for in ad 
brown-grey plaques varying in size from 0.25 to 3 cm. in diameter. jnjections may be of interest. much pra 
The majority projected above the skin surface, and though some were swimmins 
deeply situated none were adherent to bone. The papules — not Case Report : specimen 
painful, did not itch, and were not tender. There was some bruising : ; ; 
of the legs, but purpura was absent until shortly before death. Apart A Regular Army officer aged 32 was hit on the left ankle while — be 
from a marked thoracic kyphoscoliosis and a small plaque on the Playing hockey on Sept. 17, 1947. He consulted me ten days later ww 
right fundus physical examination was negative. for pain and swelling of the ankle, and feeling generally out of | mended 1 
A blood count showed: haemoglobin, 48% ; red cells, 2,500,000; Sorts. On examination his temperature was 101° F. (38.3° C.), and 
white cells, 1,300; platelets, 67,500. A biopsy revealed lymphadenosis he had an obvious infected haematoma just above the left external 
cutis, a lymphatic leukaemic deposit in the skin. Sternal puncture malleolus. He was given an intramuscular injection of 100,000 
verified the diagnosis of acute lymphatic leukaemia in an aleukaemic Units of penicillin (sodium salt, yellow) immediately and a further 
phase. > ; 100,000 units that night. The next morning the haematoma was Principle 
The patient went steadily downhill and died on Nov. 23. Necropsy incised under local analgesia and about 1 oz. (28.4 ml.) of thick pus De Lee 
was carried out, but revealed no evidence of leukaemic infiltrations ¢vacuated. He was given two injections each of 100,000 units of ip. 1,01 
except in the skin. There was no involvement of any of the nodes Penicillin on this day. On Sept. 29 he was given one further injection .B.S 
in the various groups throughout the body. of 100,000 units. His general condition was now good. Locally | De Lee’s 
. much of the pain and swelling had disappeared. The leg was healed standard t 
Co and normal by Oct. 5. bstetrici 
SEMENTARY On the night of Oct. 10-11 he developed a severe widespread J O°S'¢tricia 
The skin lesions associated with leukaemia may be subdivided _ urticarial eruption with intense itching. He was seen in the morning the obst 
into (1) non-specific—sometimes known as leukamids—including and given “ benadryl” capsules to take four-hourly. This controlled | Prof. J. P 
tee : the irritation but made him feel so ill that the drug was stopped } nizable. 
such conditions as herpes zoster, purpura, prurigo, etc., and 
(2) lesions specific for the disease and composed of infiltrations and ephedrine substituted. On Oct. 13 the urticarial condition was } of bindin; 
, pec Fork 93 na h d unchanged. He complained of anorexia and indigestion and vomited | on each Pp 
by the cell types. | Forkner (1938) states that the second grouP in the evening, when his temperature rose to 100° F. (378° C). | volume le 
conforms to the following types. In myelogenous leukaemia On Oct. 14 his condition was worse. In addition to the previous | fundamen 
the lesions consist of macules, papules, or plaques, sharply symptoms he then complained of ‘stiffness and aching in all his | Qi 0:031 
circumscribed, brownish to bluish in colour, and chiefly involv- joints. Curiously, if he could provoke an urticarial reaction by rub-'| CM8!nal © 
ing the trunk. The lesions are not painful and do not itch. bing or scratching his skin the joint symptoms were temporarily’ 4 asap 
Ulceration with local loss of tissue and possibly haemc:rhage _elieved. Ephedrine was without effect on his joints. Next day he’) and clinic: 
became so stiff that he could hardly move; nor could he move his'j Place has 
may occur. The lesions associated with lymphatic leukaemia at ‘The tain and wes 
are: (1) Erythrodermia (l homme partially relieved by tablets containing aspirin, phenacetin, and of authors 
by subacute or chronic progressive reddening of the skin spread- codeine. His evening temperature still rose to about 100° F.. This-| inevitable 
ing gradually to involve a large area of the body surface. This was his worst day, and he slowly improved until by Oct. 21 he had hai as one 
may be accompanied by a sensation of chilliness owing to completely recovered. : are 8 
increased loss of heat, and itching may be a prominent feature. J. F. L. Wattey, M.B., B.Chir. — Th ‘the 
Scaling is found and regional or generalized lymph-node 3 e illu: 
enlargement is not uncommon. (2) Universal leukaemia of 1e isi — 
the skin, which is an exaggerated generalized form of the — The Ministry of Health reports that about 17,500 doctors and f on carne 
above. (3) Circumscribed leukaemia of the skin, where the 16,000 nurses attended 506 showings of the film entitled “ Th The chant 
Early Diagnosis of Acute Poliomyelitis.” : pk 
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Reviews 


PHYSICAL EDUCATION 


troduction to Physical Education. By Eu W. Nixon 
An W. Cozens. Third Edition. (Pp. 251. 148.) 
Philadelphia and London: W. B. Saunders Company. 1947. 


The Administration of Health and Physical Education. By Jesse 
Feiring Williams, M.D., Sc.D., and Clifford Lee Brownell, Ph.D. 
Third edition. . 483; illustrated. 15s.) Philadelphia and 
London: W. B. Saunders Company. 1946. 
The authors of the first work are, respectively, Professor of 
Physical Education, Pomona College, California, and Professor 
and Director of Physical. Education, University of California ; 
of the second work, respectively, Emeritus Professor of Physical 
Education, and Professor and Chairman of the Department of 


Health and Physical Education, Teachers’ College, Columbia 
University. These offices alone are significant evidence of the 
importance which in America is attached to the subject of 

ysical education, and it is a perpetual wonder to our trans- 
atlantic colleagues that no corresponding appointments are held 
in Britain, where it is hardly an exaggeration to say that our 
activities in this field have been limited to the enterprises of a 
few amateur enthusiasts. Further evidence is afforded by the 
general bibliography appended to the first volumé. Of 315 
references, Great Britain supplies only two—Prof. A. V. Hill’s 
well-known contributions on muscular activity, which inci- 
dentally were published in the U.S.A. P 

We may expect more in the future, for the deeply ingrained 
traditional interest in athletics in Britain will always inspire 
individual workers. The post-war appointments in the spheres 
of social medicine and rehabilitation are perhaps the first steps 
‘towards a more widespread recognition of the necessity for 
physical education—and possibly in time the creation of a 
special Ministry. For this reason both works may be cordially 
recommended. The first, less comprehensive, may be regarded 
as an: introduction ; the second will prove a useful guide to 
those who may be in a position to organize and to administer, 
for in addition to a shrewd common-sense exposition there is 
much practical assistance in the form of diagrams of gymnasia, 
swimming-pools, and athletic tracks, as well as illustrations of 
specimen forms for the collection of information. This work 
should be in the hands of aspirants to the Diploma of Physical 
Medicine of our Royal Colleges, and both may be highly recom- 
mended to school medical officers. 

ADOLPHE ABRAHAMS. 


TEXTBOOK OF OBSTETRICS 


Principles and Practice of Obstetrics. By the late Joseph B. 
Lee .D., an a Greenhill, M.D. Ninth edition. 
. 1,011; 1,108 illustrations. 50s.) London and Philadelphia : 
. B. Saunders Company. 1947. 
De Lee’s Principles and Practice of Obstetrics has long been a 
standard textbook for advanced students and one to which most 
obstetricians turn first when in doubt ; indeed, it has been called 
“the obstetrician’s Bible.” The ninth edition is the work of 
Prof. J. P. Greenhill and is so altered as to be ‘barely recog- 
nizable. Superficial changes in structure include a new type 
of binding and the arrangement of the text in two columns 
on each page. Both these features are attractive and make the 
volume less bulky and easier to read. There are also more 
fundamental alterations involving spirit and outlook. The 
original book was characterized by its practical nature and 
the reader was acutely conscious of the author’s personality 
and clinical experience. Much of this has gone, and in its 
place has come a more scientific approach with more emphasis 
on the theoretical aspects of midwifery. Perhaps the change 
of authorship, as well as the advance of medicine, made this 
inevitable. In its own way and with its modern setting it is 
just as good a book, however: in losing an old friend we have 
made a new one. 2 
The illustrations, always a striking feature of the book, are 
more numerous and are better than ever. The text has been. 
completely revised and brought up to date, several authorities 
on special aspects of obstetrics having contributed or asgisted. 


The chapter on analgesia and anaesthesia, as well as many 


others, has been considerably. extended. Those on the “ Physio- 
logy of the Fetus,” “ Ante-partum Care,” and “ Post-partum 
Care ” have been rewritten completely, and the additions include 
chapters on “ Minor Disturbances of Pregnancy,” “ Premature 
Labor, Prolonged Labor or Post-maturity, and Missed Labor,” 
“Fetal Erythroblastosis,” “‘Care of Premature Babies,” and 
“Circumcision.” As in previous editions a careful and detailed 
description of obstetric operations and manceuvres is one of 
the most striking and valuable features of the book. At a 
time when efforts are being made to popularize the use of the 
metric system in this country it is interesting to find that the 
author panders to British conservatism by giving the dose of 
all drugs according to the imperial as well as the metric system. 

No book is perfect, and, good as it is, this is no exception. 
Some methods of treatment described at length, such as the 
use of hydrostatic bags for placenta praevia, will in Britain 
be regarded as out of date, and those looking for a complete 
reference book will find some omissions. Nevertheless, few 
textbooks on obstetrics written in English can compare with 
it. This edition deserves and will undoubtedly receive an 
enthusiastic welcome, and will become as popular with the 
new generation of obstetricians as its predecessors were with 


the old. T. N. A. JEFFCOATE, 


HISTORY OF DRUGS 


By Trevor Illtyd Williams, B.A., B.Sc., 


Drugs from Plants. 
(Pp. 119; 12 plates. 


D.Phil. Sigma Introduction to Science 10. 

6s.) London: Sigma Books, Ltd. 1947. ; 
The Sigma Introductions to Science series promises to be a 
notable addition to the already considerable volume of works 
of popular science. The second of the series, Berenblum’s 
Science versus Cancer, was a splendid example of what may 
be achieved by a medical scientist writing on his awn subject 
for the general reader. Now comes another member of this 
series on Drugs from Plants. There are few subjects upon 
which the general public needs enlightenment so much as on 
drugs and their uses and limitations. Dr. Williams’s little book 
will contribute to that enlightenment, especially as his approach 
is historical and he has wisely confined himself to a few 
important and representative plant drugs. - ‘ 

In the Introduction there is the inevitable reference to the 
Papyrus Ebers, followed by brief mentions of some of the 
writers on the materia medica in ancient times and some of 
the sixteenth-century herbalists. In the second chapter, on 
“Science and the Art of Herbalism,” the author indicates the 
importance of active principles of plant drugs, of the experi- 
mental study of their effects, and of their standardization. 
The next chapter, on “The Kinds of Drugs Obtained from 
Plants,” is particularly useful for the clear explanations of 
elementary chemical considerations. Then follow chapters on 
particular drugs—quinine, hashish, digitalis, penicillin, ergot, 
opium, cocaine, and miscellaneous drugs. The book ends with 
a chapter on “What of the Future?” in which the author 
refers to probable lines along which pharmacological research 
will develop. The chapter on penicillin is particularly to be 
recommended: it is an admirably concise and balanced account 
of a story that has been wildly distorted in the popular press. 

So far, so good. The general reader will obtain from this 
book a good deal of useful, interesting, and well-presented 
information about the history of drugs, although the author 
does not perhaps sufficiently stress the fundamental difference 
between—to use Ehrlich’s terminology—organotropic drugs, 
which are given for their effects upon an organ or system of 
the patient, and aetiotropic drugs, where the patient is merely 
the vehicle for a drug aimed at his parasite. From the test 
of more searching standards of criticism, however, the book 
does not emerge so well, although the author in his preface 
deplores the inaccuracy of many popular scientific writings. 
For example, it is surprising to find in a work published in 1947 
a repetition of the familiar legend of the Countess of Chinchona 
and quinine. This legend was completely exploded six years 


ago by the late A. W. Haggis in one of the most scholarly and 
significant studies in the history of pharmacy of recent years, 
and it is a pity that the author has overlooked it. Of Venice 
treacle the author writes that it was “said to have been devised 
by Dioscorides himself,” although it was in fact always attri-. 
buted to Nero’s physician, Andromachus, as was indicated by 
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its pharmacopoeial name, Theriaca Andromachi. It is also — 


Stated that Venice treacle “enjoyed considerable popularity 

. as late as 1739, and possibly a good deal later.” Why 
“possibly” ? The facts are not difficult to find and were, 
as it happens, assembled by the reviewer in a paper published 
nearly two years ago. Theriac was not only popular but was 
an official preparation of the Pharmacopoeia Londinensis until 
1788 and of the French Codex until 1908. Later on it is 
asserted that “Synthetic quinine cures malaria as effectively 
as crude extracts of cinchona bark.” This sounds plausible 
enough, but has synthetic quinine ever in fact been used in 
the treatment of malaria? The statement that strychnine is 
“a general tonic and a valuable stimulant ” is uncritical, though 
it must be admitted that it might be found in many medical 
textbooks. The name of Halsted, first professor of surgery at 
Johns Hopkins and one of the founders of American surgical 
science, is misspelt and he is described as “a New York dentist.” 
Hyoscine is mentioned as a drug used in twilight sleep and 
“asthma cigarettes,” but there is no reference to its more 
interesting property as the most effective of all drugs tested 
during the war in counteracting motion-sickness. Plate V is 
a reproduction of a wood-cut from the Liber de Arte Destillandi 
of Hieronymus Brunschwig. It would surely have been of 
some interest to indicate in the legend that the scene depicted 
is the preparation of theriac. Many similar faults of detail 
could be mentioned, but a major fault is that no bibliography 
is included—an inexcusable omission in any work which pur- 
ports to give, at whatever level, a historical account of its 


subject. 
N. Howarp-Jongs. 


TREATMENT IN HEART DISEASE 


Management of Common Cardiac Conditions. Edited by 

William G. Leaman, Jr., M.D., F.A.C.P. rican Prac- 

titioner Series. (Pp. 306; illustrated. 24s.) Philadelphia and 

_ London: J. B. Lippincott Company. 7 

Twenty-four cardiologists, mostly Pennsylvanian, have contri- 
buted to this symposium. Like most editors of such works 
Dr. Leaman has found it difficult to balance the individual 
interests of his writers against the continuity of the whole, and 
the volume is selective rather than systematic. While most of 
the contributions are carefully expressed and well considered, 
there are several that do not refer to treatment at all, and in 
some others discussion of therapy and management is sub- 
sidiary. Specially noteworthy are the articles on congenital 
cardiovascular anomalies, subacute bacterial endocarditis, and 
pulmonary heart disease. In an admirable appraisal of the 
meaning of the electrocardiogram Dr. L. N. Katz echoes the 
feeling of all orthodox cardiologists when he writes that “ the 
electrocardiogram is not a tool for the unscrupulous or a play- 
thing for the erudite physician ” but evidence that should never 
be considered separately from the clinical context. 

While this book is often interesting, lack of co-ordination 
has unfortunately resulted in certain omissions. For example, 
one seeks in vain for guidance in the treatment of paroxysmal 
dyspnoea and its common precursor, hypertensive heart failure. 
The editor contributes the article on congestive heart failure, 
and though it is of exceptional interest he discusses only the 
use of the mercurial diuretics. The practising physician and 
the cardiologist alike will find much worth their attention and, 
in particular, some useful surveys ; on the other hand the book 
is not sufficiently systematic for the student. 


K. SHiRCEY SMITH. 


The 1946 Year Book of Industrial and Orthopedic Surgery (H. K. 
Lewis, 21s.) forms a memorial to that indefatigable New England 
gentleman, Dr. Charles F. Painter, its editor, who died while the 
work was being prepared. There are several hundred abstracts of 
reviews taken chiefly from the English-speaking literature, as well as a 
large number of the more important. illustrations to these articles. 
Although these are of course abstracts, it is all too often clear that 
much medical literature to-day contains about 15 ounces of rehash 
to every ounce of originality. Nevertheless, the present work con- 
tains much valuable information in a small space, and its value is 
greatly enhanced by the excellent illustrations. Future editions could 
be improved by including critical comment and abstracts of ortho- 
paedic articles more representative of the non-English-speaking 


countries. 


BOOKS RECEIVED 
[Review is not precluded by notice here of books recently received) 


The 1947 Year Book of General Medicine. Edited by 
F. Hick, M.D., et al. (Pp. 784. 21s.) London: H. K. Lewis, 


Numerous aspects of the present-day practice of medicine: ay 
discussed. 


Essentials of Fevers. By Gerald E. Breen, M.1).. B.Ch., Dp H, 
D.O.M.S. ed. (Pp. 351. 15s.) Edinburgh: E. and S. Living. 
stone. 1948. 


A manual of “ fevers ” intended for students and young Practitioners, 


Diseases the Nose, Throat,and Ear. By 1. 
M.B., Ch.B., F.R.C.P.Ed., F.R.C.S.Ed. - 4th ed. 
Edinburgh: E. and S. Livingstone. 1948. 


An outline for the general practitioner. 


Medical Cases Described for Nurses. By S. Locket, MB, 
B.S., M.R.C.P. (Pp. 88. 6s,; paper covers, 4s.) Edinburgh: 
E. and S. Livingstone. 1948. 

A brief introductory manual of clinical medicine intended for 
nurses. 


The Secret Instrument. By Walter Radcliffe. (Pp. 83. 
London: William Heinemann. 1947. 

The early history of the midwifery forceps. 

Guide to the History of Physical Education. By F. E. 


A.M., M.D. 3rd ed. revised by G. B. Affleck, A.M., MPE 
(Pp. 479. 27s. 6d.) London: Menry Kimpton. 1947. 


A history of physical.education throughout the world from the time 
of classical Greece. . 


Simson 
(Pp. 463. 


10s. 64.) 


Unipolar Lead Electrocardiography. By Emanuel Goldberger,’ 
B.S., M.D. (Pp. 182. 20s.) Coane: Henry Kimpton. 1947. 


A monograph on unipolar electrocardiographic leads in the normal 
and abnormal heart. 


A Manual of Otology, Rhinology and Laryngology. By H.C. 
Ballenger, M.D., FRCS, 3rd ed. (Pp. 382. 22s. 6d.) London: 
Henry Kimpton. 1947. 


Intended particularly for students and general practitioners. 


Niterenkrankheiten. Two vols. By the late Prof. Erwin Becher. 
Edited by Prof. F. Volhard. (Pp. 688; 358. No price.) Jena: 
Verlag von Gustav Fischer. 1944. 


A textbook of diseases of the kidney. 

Indice Bibliografico de Lepra. Vol. (I-P; 1500-1944). 
de 1,430. No price.) Brazil: Sao Paulo. 1946. 

An index of references to leprosy. 

Traitement de V’Emphyséme des Dyspnées S “ey. de 


l’Angine de Poitrine. By Paul Cantonnet. (Pp 600 
francs.) Paris: Librairie Maloine. 1948. 


A monograph on the treatment of certain cardiac and pulmonary. 
disorders. 


Der Gestaltkreis. 
price.) Stuttgart: Georg Thieme Verlag. 
A contribution to gestalt psychology. 


Cisté e Pseudocistidel Polmone. By G. Rizzi and O. de Lorenzi. 

(Pp. 344. No’price.) Faenza: Fratelli Lega. 1947. 

A. monograph on congenital and parasitic cysts and pseudocysts of 
lung. 


By Viktor von Weizsicker. 


(Pp. 208. No 
1947. 


By Umberto Nobili. 4th ed. 


Chirurgia Comune e di Urgenza. 
®p. 1947, 


No price.) Milan: Ulrico Hoepli. 
A textbook of emergency surgery. 
Die Gyndkologischen Operationen. By Prof. Heinrich Martius 
(Pp. 424. No price.) Stuttgart: Georg Thieme. 1947. 
A textbook of operative gynaecology. 
Les Acquisitions Médicales Récentes. By J. Rostand et a 


(Pp. 316. 650 francs.) France: Editions Médicales Flammarion. 
1947. 


Papers on a variety of subjects in clinical medicine 
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MONEY AND FREEDOM 


Reports from all parts of the country suggest that an 
overwhelming majority of doctors are radically opposed 
to the National Health Service Act in its present form. 
Medical men are convinced that this Act is the first and 
substantial step towards a whole-time State Medical Ser- 
vice. Even those who might be inclined to “give it a 
chance” see the grave risks of saying Yes. This Act is 
Mr. Bevan’s revolution. Once the profession crosses the 
Rubicon there will be no retreat. Mr. Bevan will have the 
power by Regulation to make medical men whole-time 
servants of the State. Once in his Service we shall be 
powerless to do anything more than haggle over terms and 
conditions. As something like £120,000,000. will have to 
come out of State funds for the payment of Mr. Bevan’s 
Service the Treasury will have the whip-hand -in finance. 
Section 75 (3) states : ““ Any power conferred on the Minis- 
ter by this Act to make Regulations shall, if the Treasury 
so direct, not be exercisable except in conjunction with the 
Treasury.” It is important to stress again that the National 
Health Service Act is not an insurance scheme, and there- 
fore is something radically different from the National 
Health Insurance Acts under which at present a large 
proportion of the population of this country is receiving 
medical care. 

Some men in practice now are naturally worried about 
their financial position in the event of their refusal to serve 
under the Act in its present form. Young men wanting to 
enter into practice are also disturbed about the position. 
Mr. Bevan hoped that the young men would be on his side. 
Letters to this Journal suggest that he was being optimistic. 
The young men who qualified just before the war, and 
since, have had experience of what a Service is. We shall 
try to see how these two groups will be affected if 
Mr. Bevan’s Act cannot come into operation on July 5. 

The medical profession will be able to decide its future 
only if the majority of Noes is large enough. Our strength 
will lie in the size of the majority. If, for example, two- 
thirds or more of general practitioners stay outside the 
Service on July 5, what will be their position? This 
country is not over-doctored, and Mr. Bevan cannot run 
a Service with a third or less of general practitioners, even 
if they were evenly distributed throughout the country. 
He, or his successor, would have to reopen negotiations, 
and if as a result an acceptable Service were to be intro- 
duced the two-thirds who stayed out would have to receive 
compensation if—to contemplate what is unlikely—it was 
agreed that the custom of buying and selling of practices 
should cease. If the Minister were to refuse compensation 


| 


then those two-thirds would persist in their refusal to 
enter his Service. But it is probable that the two-thirds 
staying outside the Service would refuse to go in unless 
the custom of buying and selling of practices was retained. 
(In any case the profession will not agree to a “ peace 
treaty” which does not include a victimization clause.) 
Whatever unsatisfactory features there may have. been in 
this custom in the past, doctors are now fully alive to the 
fact that it is closely bound up with the preservation of the ' 


- individual freedom of the general practitioner. The aboli- 
‘tion of the ownership of goodwill is not essential to a 


comprehensive medical: Service. Mr. Bevan thinks that 
for the State to own everything is good and that for the 
individual to own anything is bad—a not unusual thesis 
among the apostles of collectivism. 

Mr. Bevan, whom The Times accuses of “ crowning 
misjudgment” and of using “arguments that are both 
tortuous and pedantic,” may hold fast to his appointed 
day in spite of overwhelming opposition. Few doctors are 
paid for all the work they do, but what some fear is a 
situation in which no payment of any. kind would be forth- 
coming. If Mr. Bevan decided to ignore the wishes of the 
majority of doctors there would indeed be a crisis. The 
state of affairs would be confused for at least a few weeks. 
During that period doctors would have to charge their 
patients fees. If these patients were to say that they are 
paying 5s. to the National Insurance Fund the doctor 
would point out accurately and firmly that only 10d. of 
that was going to the payment of a small proportion of the 
total cost of the Health Service. And he would also point 
out that the medical profession was not being paid any- 
thing by the State and that the patient must put the blame 
at the door where it belongs—at the door of a Minister of 
Health who has refused to make doctors willing partners 
in his Health Service. We believe, too, that those who 
are fearful underestimate the loyalty of the individual 
patient to his own doctor. No working man—and this 
term includes at least 95% of the population—will grudge 
his doctor a fee which will be very small in relation to 
what he spends on beer and tobacco—fees to be paid over 
a period measured at the most in weeks. And if individual 
doctors do suffer temporary financial loss there are sub- 
stantial funds to aid them—a fund which, incidentally, was 
helped along by a medical man who at a meeting last week 
handed the Secretary of the B.M.A. a cheque for £500 for 
this cause. 

What are the present prospects for the young man want- 
ing to enter general practice? At the moment some of 
them are finding difficulty in buying shares in partnerships. 
One reason for this is that elderly practitioners who would 
have retired are waiting until the issue of ownership of 
goodwill has been settled. If the profession should agree 
to the abolition of this custom these elderly practitioners 
are expecting to be compensated immediately after July 5. 
It will not be possible for them to receive this compensa- 
tion money for at least two or three years after July 5. 
No compensation can be paid until all claims have been | 
assessed, and the ambiguities of Section 35 are going to 
make it extremely difficult to arrive at this figure. In fact, 
no one will know what the situation is until the matter has 
been thrashed out in the courts, because Mr. Bevan has 
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told the Negotiating Committee that this is something for 
the courts to decide. 

The young man wanting to enter Mr. Bevan’s Service as 
a principal on or just after July 5 would have to submit his 
name to the Local Executive Council of the area in which 
he wished to practise, and after the Executive Council has 
made its choice from a list of such names the successful 
applicant would have to receive the permission of the Medi- 
cal Practices Committee in the Ministry of Health. In any 
case he will be able to work only in areas which are under- 
doctored, and these areas, we are told by Mr. Bevan, are 
at present few in number. Granted that a young man’s 


application is successful, he will then have the privilege of 


“ squatting” on a basic salary of £300 a year. He will 
have to buy or rent a house’ suitable for a doctor, and will 
have to buy his car, just as he does to-day. He will have 
no introduction to a practice and no list of patients with 
which he can make a substantial start in his new work. If 
he could practise from one of the infinitesimal number of 
Health Centres available he would still have to buy or rent 
his house to live in and in addition pay a rent for the use 
of accommodation in the Health Centre—accommodation 
in a Health Centre is not to be free of charge. And in a 
circular issued on Jan. 14 the Minister states that he pro- 
poses to set up a committee charged “with the task of 
gathering all useful existing information and formulating 
expert guidance on the best kinds and purposes of Health 
Centres at which development should aim.” The Health 
Centre was the keypoint of his new G.P. Service, and 
Mr. Bevan does not yet know what it should-be like ! 

If a young man wants to enter general practice as an 
assistant to a doctor in the Public Service his choice of 
practitioners with whom he may wish to work will be 
severely limited. If, for example, a practitioner in the 
Public Service with a maximum number of patients on 
his list because of his success as a doctor wanted an assis- 
tant, he could not engage an assistant to meet the demands 
of the local community if the Executive Council and/or 
the Medical Practices Committee considered there were 
already enough doctors in that area. It will not matter to 
these administrative bodies whether the doctors in an area 
are good, bad, or indifferent. Their estimate of a position 
will, and must, be a purely quantitative one. In a quanti- 
tative scheme quality goes by the board. 

There have been in the medical profession many critics 
of the custom of buying and selling practices. In the 
past some medical men have unfortunately fallen into the 
hands of unscrupulous moneylenders. Before the war 
the B.M.A., aware of this, made it possible for young men 
to borrow money through reputable sources and on reason- 
able terms. There is room for further exploration of the 
possibilities of making the loan of money for the purchase 
of a share in a practice much less burdensome than in the 
past. Doctors can put their collective heads together on 
this matter, as is indeed suggested by correspondents to 
this Journal.. Ways and means should be sought for 
making things even easier for the young doctor wishing to 
buy a share in a practice, because what he gains through 
this ownership of goodwill is very considerable. First of 
all he secures an introduction to a practice. He is offered 
immediately something very much more substantial than 


a basic salary of £300 a year. Exactly the same argument 
applies to assistants. A principal will take in an assistant 
because work is getting too much for him. He is saved 
the uncertainties and risks of “ squatting” at £300 a year, 

A man who buys a practice ‘has a stake in the com- 
munity in which he lives. He has got to make good and 
command the respect of the people among whom he works, 
A man in receipt of a salary from the State has no such 
stake. The struggle to make good is healthy. State sub- 
sidy of the mediocre is unhealthy. Doctors are now more 
sharply aware than ever before of the freedom from State 
interference which is provided by the ownership of prac- 


tices. With the abolition of ownership, with the imposition — 


of a universal basic salary, with the refusal of the right of 
appeal to the courts against the Minister’s decision to sack 
a man in a Service open to the whole community, with 
the control of the distribution of doctors in the hands of a 
Ministry Committee, with the power in the hands of the 
Minister to change by Regulation a part-time into a whole- 
time State Service, doctors will cease to be members of an 
honourable profession and will become mere technicians 
employed by the State. Once this has happened Medicine 
will cease to attract into its ranks the type of man who 
generation after generation has made Medicine and the 
medical profession what they are to-day. 

Mr.. Bevan and the propagandists who have supported 
him have spread many illusions about the supposed advan- 
tages of the present Act. We have already dealt with some 
of them in previous articles in this column. But one illu- 
sion still seems to persist, and that is that with the intro- 
duction of this Act medical men will work shorter hours 
on fixed rotas, and have longer and better holidays. 
Mr. Bevan cannot create more doctors, cannot build more 
hospitals, cannot build more health centres, cannot build 
more houses. He refers in his circular of Jan. 14 on 
Health Centres to “the sheer practical impossibility of a 
new building programme.” The first effect of his Act will 
be vastly to increase the number of items of service. This 
is what happened when N.H.I. was introduced. A service 
apparently free to everyone will mean that many in it 
will have a tendency to use it irresponsibly. 

The hypertrophy of bureaucracy is one of the social evils 
of our time. It may be a sign of our decline from greatness, 
and we may note that historians held it to be an important 
contribution in the decline of another great empire. We 
respect our Civil Servants as able and honourable men of 
an uncorrupt administration, but we believe nevertheless 
that the extension of their numbers and powers should be 


restricted if the freest play is to be given to those indis- 


pensable qualities of individuality and initiative which 
have made Medicine what it is to-day. We should take 
warning from Herbert Spencer, who sixty years ago wrote 
thus: “Judge what must under such conditions become 
the despotism of a graduated and centralized officialism, 
holding in its hands the resources of the community, and 
having behind it whatever amount of force it finds requisite 
to carry out its decrees and maintain what it calls order.” 
Spencer saw a developed administrative organization lead- 
ing to “a revival of despotism ” and described this develop- 
ment in a chapter entitled ““ The Coming Slavery ” in his 
book Man versus the State. 
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Speaking at the opening of the East Glamorgan County 
Hospital on Saturday, Mr. Aneurin Bevan, the Minister of 
Health, gave this advice to doctors: “Do not allow your 
minds to be inflamed or your judgment to be distorted by 
slogans which are addressed to your emotions and not to 
your intelligence.” This sound piece of advice is perhaps 
hardly necessary for members of a profession used to 
making a differential diagnosis. The doctor uses the 
methods of science, and the politician the technique of the 
hustings. At this moment the medical profession is being 
subjected to abuse, misrepresentation, and malicious 
innuendo from the highly emotional press which supports 
Mr. Bevan. This campaign was started by the Tribune, 
of which Mr. Bevan was a director and editor until he 
took office in the present Government in 1945. The 
Tribune suggested that “the B.M.A. may still try to fight 
the battle of the Tory Party against the development of a 
socialist service,” and it went on to state: “ Politically, the 
Minister’s firmness has been most important. If. he had 
been weak in face of this reactionary profession .. . it 
would have increased doubts as to the intention to carry 
out a socialist programme.” The paper with which Mr. 
Bevan has been so closely associated started the campaign 
of abuse, and, be it noted, before the report of the so-called 
negotiations between Mr. Bevan and the Negotiating Com- 
mittee was out. John Bull, published by Odhams Press, 
which, with the T.U.C., owns the Daily Herald, states that 
the plebiscite now to be held “ does not sound like a genuine 
attempt to find out what doctors think about Aneurin 
Bevan’s plans. It is more likely to be a time-wasting 
device thought up by the diehards at the B.M.A. head- 
quarters.” Mr. Michael Foot, who has just succeeded 
Mr. Jon Kimche as Editor of the Tribune, in a highly mis- 
leading article in the Daily Herald of Jan. 16 accuses the 
B.M.A. of attempting “to destroy a scheme devised by 
Parliament, even though the B.M.A. itself has never had 
any real alternative to offer.” Mr. Foot begins his article 
thus : “ Many miners object to certain sections of the Coal 
Nationalization Act; but they still dig coal.” Has Mr. 
Foot never heard of coal strikes? And has he not heard 
of the recent action taken by the National Coal Board 
against a section of miners? He knows perfectly well that 
doctors never have struck and never will strike. Their 
sense of vocation is too strong, and the refusal to strike 
puts them in a weak position, and Mr. Bevan knows it. 
Miners, dockers, food-handlers and distributors can strike 
and endanger the life and health of the community, yet they 
become the white-headed boys of political propagandists 
like Mr. Foot who try to smear a great profession by hint- 
ing that they might adopt the methods of other sections of 
the community with a less educated sense of responsibility. 

The Daily Worker naturally enough refers to medical 
men as “reactionary diehards,” but also hits out at Mr. 
Bevan (Jan. 16) in this reference to the Ministry of Health 
circular on Health Centres: “ Striking at the very basis of 
his own Health Service scheme, Mr. Bevan yesterday 
announced the postponement for a long time, at least, of 
any construction of health centres.” The Daily Mirror 
observes that after the Bolshevik revolution Russian doctors 


were opposed to National Health Insurance, and adds, pre- 
sumably with approval, this: “‘ They got the usual Russian 
short shrift... .” The Mirror draws attention to our 
responsibility in resisting Mr. Bevan’s Act when it states : 
“It’s quite certain that if the British plan works it will be 
copied throughout the Empire and throughout Europe.” 

The Sunday Pictorial, weekly sister to the Mirror, calls 
Mr. Bevan’s scheme “the State Medical Service,’ and 
observes that “the Health Act went through Parliament 
by the will of the people. They [the doctors] assume grave 
responsibility in opposing that will.” This is the present 
propaganda line of Mr. Bevan’s supporters, and was most 
effectively answered last Sunday by Dr. H. Guy Dain, the 
Chairman of Council. “ Parliament,” Dr. Dain said, “ has 
imposed no obligation whatever.on doctors to join the Ser- 
vice. On the contrary, Parliament has expressly given the 
profession the right to enter or to stay out as it chooses. 
Mr. Bevan himself has explicitly admitted that this is so. 


He has also admitted that doctors, like other workers, have - 


the right to make up their minds collectively, as well as 
individually.” It is important that medical men should 
keep this fact firmly in mind—namely, that individual and 
collective opposition to serve under Mr. Bevan’s scheme 
is an action which Mr. Bevan holds to be one to which 
we have a right. The issue is simply whether medical men 
are willing to take service under the National Health Ser- 


vice Act in its present form if the plebiscite results in a 


majority large enough to justify collective opposition. 
Those who are trying to frighten doctors with the bogy of 
opposing Parliament should reflect upon Mr. Bevan’s own 
observation and also upon an observation made by a 
philosopher whose views were endorsed in a preface to a 
reprint written by that stalwart of the Labour Party, the 
late Lord Snell. Herbert Spencer! wrote: 

“The great political superstition of the past was the 
divine right of kings. The great political superstition 
of the present is the divine right of Parliament. The oil 
of anointing seems unaware to have dripped from the 
head of the one to the heads of the many and given 
sacredness to them also’and to their decrees.” 


_ There is nothing sacred about Mr. Bevan’s Act. What - 


is sacred is the freedom of the medical man to decide not 
to enter a service which threatens his freedom and his 
responsibility towards his patients. 

Large sections of the Press, and in particular the small 
provincial paper which plays such an important part in 
forming public opinion, show a sympathetic appreciation 
of “ the doctors’ case.” We are here more concerned with 
those who fail to see, or wilfully ignore, what is the funda- 
mental problem the medical profession is faced with. 
Ranging itself on the side of those papers referred to we 
find The Times, which pursues its unrelenting course of 
opposition to the British Medical Association. In a leading 
article of Jan. 8 The Times momentarily wavered from its 
opposition when it stated: “ Mr. Bevan has not convincingly 
explained why the basic salary should not be confined to 
special cases, and if a majority of doctors now votes against 
this it would be wise to abandon its general application 
without hesitation.” But in a leading article six days later 

1 Man versus the State. _By Herbert Spencer. an = 


Snell, CBE., LL.D). The Thinker’s Library. : Watts 
5-6, J johnson’s Court, Fleet Street, E.C.4. 
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(Jan. 14) The Times repented of its moderation and stated : 
“Nor, again, can the ordinary citizen see why the B.M.A. 
should . . . resist the introduction of a small basic salary 
for all practitioners.” The Times completely ignores the 
basis of the B.M.A.’s opposition, which is that the Act in 
its present form leads to a whole-time State Medical Service 
—leads to the nationalization of Medicine. When all ser- 
vices and industries in the State have been nationalized 
The Times and other independent newspapers may see an 
attempt to nationalize the Press. That it can ignore the 
implications of the present attempt to nationalize a free 
and independent profession is surprising. What is perhaps 
more surprising is to find The Times making a misstate- 
ment of fact. “The B.M.A.,” it states, “has never had a 
workable scheme of its own.” This is not true. Between 
the two wars the B.M.A. was working on plans for a 
general medical service for the nation and the last state- 
ment of its views on this was published in 1938—a scheme 
which advocated the inclusion of dependants in the 


National Health Insurance scheme, the inclusion in it of 


all persons of like economic status to those to whom the 


scheme was available, and the extension of the scheme to 


include consultant and auxiliary services. This was a 
workable scheme based upon an existing scheme which, 
whatever its defects, commended itself to the public. and 
the profession. The Times writes: “The dispute has been 
allowed to drag on as though it were a private wrangle 
of no public importance between the Minister of Health 
and a score of elderly doctors. It is high time that the 
Government and public opinion intervened to prevent a 
conflict which would be as exasperating as it would be 
futile.” Lord Horder dealt effectively with the slighting 
reference to elderly doctors when he pointed out? that the 
average age of the 34 members of the Negotiating Com- 
mittee was 59, and that of the Cabinet 58. He added: 


“But in this matter of consultation the Minister has 
done less than justice to the public, the doctors, and 
himself. He burked discussion before the Act was put 
upon the Statute-book, and now it is there he tells us 
that Parliament has spoken and he cannot reopen 
matters which he knows full well have always been in 
dispute. He allowed these matters to be discussed with 
his subordinates for 12 months and then himself dis- 
posed of all of them in two sessions of two hours each. 
Frank consideration of amending legislation to the Act 
as it now stands was promised. Such consideration has 
not been vouchsafed.” 

The Times asks whether “ the B.M.A. questionnaire will 
be so framed as to indicate whether the doctors’ particular 
objections can be remedied without destroying the basis 
of the scheme.”’ And it admits that the “ doctors certainly 
.” Mr. Bevan’s comprehen- 
sive Health Service can be operated willingly by medical 
men if he concedes on matters not essential to the working 
of his Act. These include: the right of appeal to the Courts 
against the Minister’s decision to remove a man from the 
Service ; the abolition of the basic salary except in certain 


‘circumstances ; payment by a fixed capitation fee; the 


machinery for directing (“negatively”) doctors; and the 
right of doctors to continue to own the goodwill of 
practices. 


2 The Times, Jan. 16. 


THE MINISTER CLARIFIES 

In an attempt to clarify some points in the present dispute 
between the Minister of Health and the medical profession, 
the Lancet put nine questions to the Minister. By the 
courtesy of the Editor of the Lancet we are able to publish 
in this week’s Journal these nine questions and Mr. Bevan’s 
replies to them. There are three questions on remunera- 
tion ; three on the right of appeal in the Tribunal ; a ques. 
tion on Section 35 of the Act in relation to the legal 
position of partnerships ; and two questions on the possible 
postponement of the appointed day. 

Mr. Bevan persists in his refusal to give the medical 
man the right to appeal to the courts against a decision 
to remove him from a service open to every member of 
the public. That there can be no real constitutional or 
administrative obstacle in the way of granting this appeal 
is clear from the fact that it is included in the National 
Health Service Bill for Northern Ireland. Mr. Bevan 
repeats the observations on this matter he has already 
made to the Negotiating Committee: all the doctor can 
do is to challenge the legality of procedure, not the 
decision to dismiss; the Minister is the employer and 
insists on the right to sack his employees. Mr. Bevan says 
that “‘ basic salary’ is perhaps a misnomer,” and states 
that the proposed fixed element of £300 “does not in any 
way affect the prospects of a fully salaried system ; that 
could be brought about with or without this £300 element.” 
He observes that a full-time salaried Service has been 
possible under existing legislation for some 36 years. This, 
of course, refers to remuneration under the National 
Health Insurance scheme. The National Health Service 
Act is open to all members of the community and has been 
framed and is being brought into operation by a Govern- 
ment which is pledged to introduce a whole-time salaried 
State Medical Service. The first of the reasons Mr. Bevan 
gives for “a universal basic salary” is “that it enables 
beginners to live while they attract patients.” The second 
is that “ it affords a convenient fixed peg on which to hang 
additional payments,” and the third “that it reduces the 
temptation to build up excessively long patient lists.” 
These read like excuses rather than reasons. 

On Section 35 the Minister has retreated from the 
position he took up when he met the Negotiating Com- 
mittee on Dec. 2 and 3. He states that, “ anxious to clarify 
the position . . . he . ... proposes to obtain a collective 
legal opinion of highest standing by appointing straightway 
a committee of legal experts to say whether or not the 
partner in an existing partnership is fully and adequately 
protected.” He goes on to say that he will proceed to 
seek amendment of the Act if on the report of this legal 
committee “ there is evidence that existing partnerships are 
unfairly prejudiced by the Act.” This legal committee has 
to be set up. It will have to make its considered report. 
If its report provides evidence of prejudice to existing 
partnerships Mr. Bevan will seek to amend the Act. Until 
all this has been done no medical man in partnership will 
know where or how he stands—probably not until the eve 
of the appointed day. Mr. Bevan has just been compelled 
to postpone indefinitely the building of health centres 
which were the key-point of his general practitioner service, 
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and now is forced to admit by the evidence of the Negotia- 
ting Committee that he does not know how to interpret a 
Section of the Act related to partnerships and related 
thereby to the assessment of compensation. Once again 
Mr. Bevan flouts the Negotiating Committee by making his 
new proposal not to it but to a medical weekly owned by a 
publishing firm. 

Mr. Bevan states that the National Health Insurance Acts 
are repealed not by the National Health Service Act but 
by the National Insurance Act which comes into operation 
on July 5. The medical profession is expected to enter 
the Service without being in full possession of all the facts 
—for example, the remuneration of consultants will 
probably still be under discussion in June, the legal posi- 
tion of Section 35 has now to be clarified and an amend- 
ment possibly introduced, and Mr. Bevan is still unable 
to make an exact comparison between his proposals for 
remuneration and the proposals of the Spens Committee, 
which he has accepted and which have been in his hands 
for months. If there is administrative difficulty over the 
postponing of the appointed day it is the job of the 
administrator to get over it. In reply to the Lancet’s ques- 
tion whether further postponement of part of the Service 
will be contrary to the public interest Mr. Bevan replies 
that for his part “the Minister will give them the Service 
on July 5.” It is the medical men of this country and 
not the Minister who will be working in the Health Service. 
Mr. Bevan has had the grace to reconsider one section of 
the Act. Encouraged by this we must persist in asking 
him to reconsider other sections of the Act if the compre- 
hensive. medical service wished for is to be introduced on 


July 5. 


RECENT OUTBREAKS OF SMALLPOX 


The diagnosis of typical smallpox presents few difficulties. 
Unhappily, when it occurs in individuals who possess some 
basal immunity the clinical picture is more confusing and 
may confound even the experts (and they may nod in 
good company, for even Rickets himself is said to have 
misdiagnosed a case). But, although the illness may be 
mild and indefinite in a host who is partially immune, the 
virus itself loses none of its virulence and may still cause 
severe disease in susceptible contacts. The results of a 
missed diagnosis may thus be calamitous, and elsewhere 
in this issue Simpson Smith describes the events which 
followed a “confident diagnosis of chicken-pox” in a 
soldier returned from India. An epidemic of smallpox 
ensued which smouldered for four months. There were 
thirty cases in all, of which half were severe and six died 
Although there have been no spectacular epidemics in 
this country since the passing of the Vaccination Acts, we 
all need constant remindeis that smallpox is never absent 
for long from these islands. In the period 1921-35 inciu- 
sive there were 81,556 cases, with 266 deaths in England 
and Wales.! Most of these cases were of a mild type, 


as is evident from the low mortality. During 1936 only 
12 cases were notified—the infection having been intro- 
duced from abroad—and Butterworth? was induced to 
prophesy: “ Few medical men are likely to see variola 
major in this country, for it is now very rare.” 


On the outbreak of war the possibility of infection enter- 
ing this country from the Eastern Mediterranean and other 
endemic areas led to a tightening of the usual measures of 
control at ports and airfields. Despite these, however, an 
outbreak of smallpox occurred in Glasgow in June and 
July of 1942, a full account of which was given in this 
Journal by Sir Alexander Macgregor.* There were 36 cases, 
with eight deaths, the first cases being members of the crew 
and passengers of a ship which had sailed from Bombay. 
Mass vaccination, which formed part of the administrative 
procedure to combat the disease in Glasgow, did not 
materially interfere with the normal work in the docks.‘ 
The question of the value of this method of control in 
stopping the epidemic was discussed in our columns at that 
time.> Later in the same year similar.outbreaks occurred 
in Fife and Edinburgh. 

The next outbreak to attract attention began in a Middle- 
sex hospital. Here the original case was a soldier who 
had arrived in a convoy from Gibraltar and who had been 
admitted direct to the hospital on account of an anxiety 
state.’ There followed ten cases of variola major, three 
of them fatal. During 1946 Asiatic smallpox was intro- 
duced into England and Wales: on 15 separate occa- 
sions. Fortunately vaccination and surveillance of con- 
tacts brought the disease rapidly under control in each case, 
and only 40 persons became infected. Then, after an inter- 
val of seven months, the disease reappeared in the middle 
of February, 1947, and cases were seen at Grimsby, 
Stepney, Scunthorpe, Doncaster, and in Staffordshire.* 

Meanwhile the outbreaks among British soldiers in the 
Middle East had caused van Rooyen and Illingworth® tc 
explore methods of rapid diagnosis. They found that the 
direct examination of carefully prepared smears from early 
lesions was useful in differentiating chicken-pox and small- 
pox owing to the larger size of the elementary bodies in 
the latter disease. 
the laboratory methods available for the diagnosis of small- 
pox. He is doubtful of the value of direct examination, 
for a negative result does not exclude smallpox, and con- 
siders that the two most reliable methods are the cultivation 
of the virus from early lesions on the developing egg, and 
the complement-fixation test, using as antigen material 
from at least six vesicles or a similar number of scabs. 
The latter test gave positive results in all of 27 recent 
cases,!! and has the great advantage that a definite report 
can be given within 24 hours, whereas egg culture takes 
at least three days. 

So long as British troops remain in the Middle East 
their repatriation by aeroplane or ship will entail a risk 
of localized outbreaks of smallpox in this country. In one 
month last year cases were landed from the Empress of 
Australia, the Duchess of Richmond, and the Orontes.'* 

1 Memorandum on Smallpox, 1938. London, H.M.S.O. 

2 Lancet, 1938, 2, 1426. 

8 British Medical Journal, 1942, 2, 627. 

4 Buchanan, G., and Laidlaw, S., ibid., 1942, 2, 394. 

5 Millard, C. K.., ibid., 1943, 1, 288. 

6 Ibid., 1944, 1, 399. 

7 Ibid., 1946, 2, 194. 

8 Ibid., 1947, 1, 549. 

9 Ibid., 1944, 2, 526. 


we A. W., Mon. Bull. Min. Hlth. Emerg. publ. Hlth. Lab. Serv., 1946, 
11 Publ. Hith., 1947, Jan., 82. 
12 British Medical Journal, 1946, 1, 591. 
19 Stallybrass, C. O., Publ. Hith., 1947, Jan., 82. 
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It is true that the risk to the civilian population is not great, 
but as movement becomes freer and air travel develops, 
as it is bound to do, the comparative freedom from the 
disease which we enjoyed immediately before the war is 
unlikely to continue. By the National Health Service Act, 
1946, all the Vaccination Acts are repealed and vaccina- 
tion is put on the same voluntary basis as diphtheria 
immunization. For a country which depends as much now 
as it has in the past on its maritime associations this bold 
step is an act of faith which will need to be accompanied 
by suitable campaigns to educate the public. It will be 
unsatisfactory to rely on vaccination only after the appear- 
ance of a case, for it may be noted that Simpson Smith 
found that vaccination is no certain prophylactic after 
contact has occurred. Stallybrass'* made the same obser- 
vation following the onset of smallpox in two patients in 
Liverpool, both of whom died. 

Recent experience may be summarized briefly. First, 
there is no absolute clinical diagnostic criterion ; even the 
distribution of the rash may be misleading in greatly modi- 
fied cases. Secondly, the appearance of even a few papules 
after a constitutional upset (which will usually be regarded 
as “flu’’) should always arouse suspicion. Thirdly, the 
diagnosis of chicken-pox in an adult should be made with 
misgivings, especially if there is a history of recent resi- 
dence abroad. Finally, laboratory tests now give valuable 
and accurate information, and there should be no hesita- 
tion in using them even if it is only to confirm an 
apparently obvious diagnosis. 


CARE OF CHILDREN 


The National Assistance Bill will bring to an end the 
existing Poor Law and make further provision for the 
welfare of disabled, sick, aged, and other persons.' In this 
Bill the effect of the recent awakening of public interest in 
the care of the aged, as shown among other things by the 
report of a special committee of the British Medical Asso- 
ciation,” can be traced. The Children Bill, the text of which 
was published on Jan. 16, is a further instalment of the new 
legislation which will come into operation when the Poor 
Law ends, and it reflects faithfully the recommendations of 
the Curtis Committee and the Clyde Committee. Miss 
Myra Curtis, C.B.E., presided over the Care of Children 
Committee which was set up in March, 1945, “ to inquire 
into existing methods of providing for children who, 
through loss of parents or from any cause whatever, are 
deprived of a normal home life with their own parents or 
relatives.” 

The Curtis Report* attracted a great deal of attention 
when it was published in September, 1946, and so did the 
less familiar Clyde Report of the Scottish Committee on 
Homeless Children. The Children Bill gives effect to most 
of the recommendations of the Curtis Committee, follow- 
ing the main lines of its detailed proposals on administration 
and also, wherever possible, giving preference to personal 
relations rather than official intervention. The White Paper° 
summarizing the main provisions of the Bill points out that 
it will place a duty on the councils of counties and county 
boroughs in England and Wales and of counties and large 


1 Cmd. 7248, H.M.S.O. 3d. net. 

2 British Medical Journal, Supplement, June 21, 1947, p. 133. 
3 Cmd. 6922, H.M.S.O., London. 3s. net. 

4 Cmd. 6911, H.M.S.O., Edinburgh and London. 94d. net. 
5 Cmd. 7306, H. M.S.O., London. 2d. net. 

6 The Times, Jan. 17. 


burghs in Scotland to receive into their care in the interests of 
the welfare of the child any boy or girl under seventeen who 
has no parents or guardians or who has been abandoned or 
lost or whose parents or guardians are prevented by incapa- 
city or any other circumstances from providing proper 
accommodation, maintenance, afd upbringing. This duty 
will rest on the local authority in whose area the child is, 
irrespective of where he or she is ordinarily resident. Ap 
important point is that the Bill does not authorize a loca} 
authority to keep a child if any parent or guardian desires 
to take over this responsibility. Local authorities will be 
able “ to assume by resolution ” parental rights. But such 
a resolution will lapse if any parent or guardian whose 
rights are affected lodges an objection within one month. 
It will then be open to the local authority to apply to the 
courts for an order that it should remain in force. The 
burden of proof will rest upon the local authority, which 
must satisfy a court that its intervention is necessary in 
the interests of the child. 

In the cases which the Curtis Committee studied, how- 
ever, and with which the Bill is primarily concerned there 
is no question of such a dispute. The child is alone and 
uncared for and the Bill places squarely upon the shoulders 
of the local authority the duty of taking charge of him. 
For many years local authorities have been acting volun- 
tarily as “ fit persons” to take charge of children reported 
to be “in need of care or protection.” This voluntarily 
assumed responsibility will now become a duty. Normally 
the local authority will discharge this responsibility by 
boarding the child out with foster parents or, if this is not 
possible, in some form of home or hostel maintained either 
by voluntary bodies or by the local authority itself for 
this purpose. 

The whole plan will be under the supervision of the 
Home: Office, and the Secretary of State is empowered to 
make Regulations for maintaining the standard of institu- 
tions accepting these homeless children. Local authorities 
are also to set up Children’s Committees under which a 
children’s officer will work. In the great majority of cases 
this officer will be a woman and, according to The Times,* 
“it will be her duty to be the channel for all the forces 
of public benevolence that flow from legislative and official 
sources, but to pass them on transformed into personal 
understanding and solicitude.” 

The responsibility placed on the local authority under 
the Bill will end if the child comes under the control of 
any person or authority under the provisions of the Mental 
Deficiency or the Lunacy and Mental Treatment Acts. In 
making Regulations governing the conduct of voluntary 
homes the Secretary of State may include provisions relat- 
ing to accommodation and equipment, medical arrange- 
ments for protecting the health of the children, and facilities 
for religious instruction. There will be set up an Advisory 
Council on Child Care to advise the Secretary of State on 
matters connected with the discharge of his functions under 
this Bill once it becomes an Act and under the Children 
and Young Persons Act of 1933. There will be a separate 
Advisory Council for Scotland. It is estimated that the 
Children Bill will affect the upbringing of some 125,000 
children in England and Wales and about 13,500 in 
Scotland. 


Prof. G. S. Wilson, M.D., F.R.C.P., will deliver the 
Milroy Lectures before the Royal College of Physicians 
of London (Pall Mall East, S.W.) on Tuesday and 
Thursday, February 10 and 12, at 5 p.m. His subject is 
“The Public Health Laboratory Service.” 
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' THE MINISTER OF HEALTH ANSWERS 
THE “LANCET” 


The Lancet this week publishes the Minister of Health's 
replies to a series of questions addressed to him by the Editor. 
The following are the questions and answers, which we repro- 
duce by the courtesy of the Editor of the LANCET. ; 


1. Will the Minister further explain the purposes of the 
basic salary ? 

“ Basic salary” is perhaps a misnomer. It suggests a salaried 
State medical service. But the Minister, in the debate on the 
National Health Service Act on Nov. 4, 1946, said: 


“Some doctors have expressed the fear that this is merely 
the beginning of a full-time salaried service. I cannot read 
into the mind of any future Minister or prophesy what may 
be done by future Governments, but that is not our intention. 
Our intention is that the main source of a _ doctor’s 
remuneration shall be by capitation.” 


This statement is reflected in the remuneration now proposed. 
it should be remembered that the new Act gives no more 
power to impose a full-time salaried service than does the 
existing law. A full-time salaried service has been possible 
under existing legislation for some 36 years—but doctors have 
not apparently feared it. It should also be remembered that 
the proposed £300 “fixed” element in payment does not in 
any way affect the prospects of a full salary system; that 
could be brought about with or without this £300 element, 
which makes no difference. 

The’ values of the “fixed” payment of £300 in the total 
remuneration are (a) that it enables beginners to live while 
they attract patients, (b) that it affords a convenient fixed peg 
on which to hang additional payments (e.g., for sparsely popu- 
lated areas) without the administrative complications of a 
varying capitation rate, and (c) that it reduces the temptation 
to try to build up excessively long patient lists. 


2. Could not the purposes of the basic salary be fulfilled 
by an alternative capitation fee (if necessary on a sliding scale) 
offered to those practitioners who opt for it? 


A system of alternative capitation fees would involve sub- 
stantial administrative difficulties, particularly if “collective 
responsibility ” and a pooled capitation fund are—as they are 
—to be accepted. Nor would the purposes above be fulfilled. 
No good case has been made out for it so far. 


3. Will the Minister amplify his statement that the doctor 
retains “ his ordinary legal right to go to the Courts on grounds 
of unlawful action by the Minister or others” and indicate 
Aow far this will give doctors the assurance of protection, where 
necessary, by the Courts? 

There has been general misunderstanding on this. The 
business of the Courts is to decide whether a termination of 
any form of employment is lawful or unlawful. On this the 
doctor, like everyone else, can still go to the Courts. Any 
person affected by a decision of the Minister can go to the 
High Court on the question whether the Minister has, or has 
not, acted lawfully. Nobody, in any other profession or voca- 
tion, has the right to ask a Court to reverse a perfectly lawful 
‘decision to terminate an engagement. No such right—indeed, 
no independent Tribunal—has existed under National Health 
Insurance in the last 36 years. The Minister could have 
<arried on the present system of that scheme, but—on the 
doctors’ behalf—he provided for the decision to be taken by 
a separate Tribunal and not by him. The appeal to him is 
only an appeal to keep the doctor in the Service in spite of the 
Tribunal. There is no power in him to alter a decision of the 
Tribunal favourable to the doctors. 

Let it be clear what the doctors’ protection is. First, the 
Minister himself cannot ever remove any doctor’s name from 
the list. Locally an Executive Council comes to the conclusion 
that the continued inclusion of a certain doctor in the lists 
would prejudice the efficiency of the Service. That Council is 
itself half professional and has seven doctors on it. That 
Council, nevertheless, cannot remove the doctor’s name from 
the list ; it can only refer the case to a special Tribunal of one 


doctor, one lawyer (appointed by the Lord Chancellor, not the 
Minister), and one layman. That Tribunal can decide in favour 
of the doctor—in which event nobody at all can overrule it. 
Or it can decide against him—in which case he has the further 
recourse to the Minister, mentioned in the last paragraph. The 
Minister can uphold the Tribunal’s decision, or reverse it in 


‘the doctor’s favour—nothing else. There are many who think 


it is, if anything, the public rather than the doctor who might 
claim to be more protected. ; 


4. For the practitioner, what advantages are there in having 
his case heard by the Tribunal rather than a Court of Law ? 
Could not the advantages of the two forms of hearing be com- 
bined by allowing appeal from the Tribunal to a Court? 

Part of the answer is given above. The Courts’ proper 
function is to decide whether what is done is lawfully done. 
That remains. Under the existing National Health Insurance 
it is the Minister who decides these cases. Under the proposed 
new Service an independent Tribunal is set up to decide it, and 
unless the doctor wishes otherwise the proceedings are private. 
The Minister can reverse that Tribunal’s decision only in the 
doctor’s favour. 


5. It has been suggested that the chairman of the Tribunal, 
nominated by the Lord Chancellor, should be a judge. Would 
the Minister consider the appointment of judges as chairmen 
of Tribunals ? 

As the Act stands, this is not possible. The Minister sees 
no good reason to amend it in this respect. A judge, so 
appointed, would not be acting as a judge, and the difference 
is more apparent than real. Nor is it easy to find judges avail- 
able to give the time to this. What matters is that the chair- 
man should be a lawyer of acknowledged standing, and this 
it is the intention to secure. 


6. Could not steps be taken, in advance, to clarify the legal 
position of partnerships after the appointed day? 

The Minister is in complete sympathy with the doctor in 
partnership who feels that his position under his partnership 
agreement is uncertain. He is advised that legally the situa- 
tion is all right and the partner protected. The B.M.A. is 
advised otherwise. The Minister is anxious to clarify the posi- 
tion, but—on the present legal opinions—it is not easy to do 
so. He therefore proposes to obtain a collective legal opinion 
of high standing by appointing, straightway, a committee of 
legal experts to say whether or not the partner in an existing 
partnership is fully and adequately protected. He would like 
the profession’s co-operation in the selection of that committee. 
He will consider its report, and, if there is evidence that existing 
partnerships are unfairly prejudiced by the Act, he will proceed 
at once to seek an amendment of it. 


7. Will the Minister comment on the statement that in the 
middle and higher ranges his proposals for remuneration do 
not tally with the recommendations of the Spens Committee? — 

His intention has certainly been that they should tally. But, 
at this stage, no exact comparison has been possible. So far, 
he has published only the main and fundamental remuneration 
of the general practitioner. Account has still to be taken of 
additional factors which have not yet been settled—such as 
additional payments for maternity services, grants for training 
assistants, income derived from the employment of assistants 
in the bigger practices, the value of the Exchequer contribu- 
tions to superannuation (which the Spens Committee said must 
be taken into account and which will amount to 8% of the net 
income) and of the right to a widow’s pension. 


8. If the “ appointed day” for the operation of the National 
Health Service Act were again postponed, would National 
Health Insurance continue until that day ? 

No. The National Health Insurance Acts are repealed, not 
by the National Health Service Act, but by the National 
Insurance Act, which operates from July 5. 


9. Will the Minister explain. why in his opinion further 
postponement of the introduction of the Service, or of the 
general practitioner part of it, would be contrary to the public 
interest? | . 

Since 1942, under different Governments, the conception of 
a national and comprehensive health service has been actively 
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pursued. The present Government put it into effect, and Parlia- 
ment endorsed it, in 1946. It is time that the people had it. 
The old system is partial and, from the national point of view, 
not effective enough. The country can have—and should have 
—the complete cover for health which they deserve. Parlia- 
ment has decided how they can best have it. It is the Minister’s 
duty to carry out that decision, and he is doing so. He has 
preserved all the confidential and personal relationships of 
doctor and patient which are essential to any health care, the 
freedom of choice of doctor and freedom to change. He has 
tried to remove the financial worry of health care by a system 
of pooling costs and drawing benefit when the need arises. 
To withdraw the general practitioner service would be to 
remove from the new health “cover” the very first line of 
medical consultation. Why should the people wait longer ? 
For his part, the Minister will give them the Service on July 5. 


THE PLEBISCITE FORM 


On Jan. 31 the British Medical Association is sending the 
plebiscite form to all medical practitioners in England, Scot- 
land, and Wales, those in the Services wherever they are, and 
those on the Temporary Register. The purpose of the plebiscite 
is, first, to ascertain the views of the profession on the National 
Health Service Act in its present form, and, secondly, to decide 
the question of “service or no service.” To this end three 
questions will be asked and the practitioner gives his answer 
by marking an X against the affirmative or negative form of 
the question. They are as follows: 


I approve of the N.H.S. Act, 1946, in its present form. 
I disapprove of the N.H.S. Act, 1946, in its present form. 


1 am in favour of accepting service under the Act in its 
present form. 

I am not in favour of accepting service under the Act in 
its present form. 


I agree to abide by the decision of the majority and 
undertake not to enter the Service if the answers to 
Part B reveal a majority against undertaking service, 
as defined in para. 4 above [of the plebiscite form], 
and if so advised by the British Medical Association. 

I do not agree to abide by the decision of the majority 
if it is against accepting service as defined in para. 4 

\ above. [See third paragraph below] 


All members of the profession will be asked to complete 
question A whether they are in practice or retired. Questions 
B and C should be completed by the following groups of 
practitioners: consultants or specialists not holding whole-time 
salaried posts; consultants or specialists holding whole-time 
salaried posts; general practitioners who are principals; 
general practitioners who are assistants; and whole-time 
voluntary staff. 

The last category excludes those practitioners of specialist 
status who appear in the first two categories listed. It 
includes those practitioners holding B1, B2, and A appoint- 
ments and Class I and Class II] appointments under the Govern- 
ment postgraduate scheme for ex-Service men. It will be seen, 
therefore, that house-officers, registrars, resident officers, chief 
assistants, and members of professorial units at voluntary 
hospitals all vote on these questions B and C. 

The advice that the Council of the British Medical Associa- 
tion will give to the profession depends on the result of this 
plebiscite. If the total replies to question B show a majority 
against accepting service under the Act, and this majority 
includes approximately 13,000 general practitioners (out of a 
present total of about 20,500 general practitioners), the Associa- 
tion will advise the profession not to enter any contract under 
the Act in its present form but to continue their services to 
patients, or other professional work. If these majorities are 
not attained, those practitioners who undertake not to enter the 
Service (in answer to question C) wil] be released from their 
undertaking. Needless to say, how individuals vote will not at 
any time be divulged. 

In order to classify the replies 19 categories will be printed 
oa the plebiscite form and the medical practitioner asked to 


assign himself-to one of them. They are as follows: (1a) Cop- 


sultant or specialist not holding whole-time salaried post; 
(15) Consultant or specialist holding whole-time salaried post ; 
(2) General practitioner—principal ; (3) General practitioner— 
assistant ; (4) Whole-time voluntary hospital; (5) Whole-time 
local authority general hospital; (6) Whole-time loca! 
authority special hospital ; (7) Whole-time public health ser- 
vice ; (8) Whole-time Government service; (9) Whole-time 
teacher; (10) Whole-time research; (11) Other whole-time 
non-Government post; (12) Medically qualified denta! 
surgeon; (13) Retired; (14) Unclassified; (15) Services, 
permanent commission; (16) Services, temporary commis- 
sion, specialist; (17) Services, temporary commission, graded 
specialist ; (18) Services, temporary commission, general duty 
officer. 

It is particularly asked that every medical man should fil] 
in this important document and return it not later than Feb. 14 
(or as soon as possible in the case of practitioners overseas), to 
the Secretary of the British Medical Association, B.M.A. House, 
Tavistock Square, London, W.C.1. 


THE MENTAL HEALTH SERVICE 
WIDER RESPONSIBILITIES OF LOCAL AUTHORITIES 


A conference arranged by the National Association for Mental 
Health was held in London on Jan. 15 and 16, and attended 
by delegates from a large number of local authorities and 
voluntary organizations. The subjects of discussion at the four 
sessions were the rehabilitation cf persons who have suffered 
from nervous or mental disorder, methods of handling “ diffi- 
cult” children, the responsibilities of local authorities in 
relation to mental health under the National Health Service 
Act, 1946, and, finally, education for mental health as a national 
and international responsibility. 

The conference was opened by the Rt. Hon. R. A. Butler, 
M.P., who enlarged upon the opportunity given to the National 
Association (which now incorporates the Central Association 
for Mental Welfare, the Child Guidance Council, and the 
National Association for Mental Hygiene) to play a leading part 
in developing an effective mental health service for the nation, 
thanks to the provisions of the Education Act, 1944, and 
the National Health Service Act, 1946. Mr. L. J. Edwards, 
M.P., Parliamentary Secretary, Ministry of Health, reminded 
the Conference that however complete the administrative 
arrangements under the Health Service Act might be, the suc- 
cess of the new health service would depend upon the quality 
of the work done by those engaged in it, whether as doctors 
and health workers or as representatives on local health com- 
mittees. He urged that particular attention should be paid by 
local authorities to their after-care organization upon which the 
restoration to normal health of patients discharged from 
hospital would depend. 


Readaptation after Mental Iliness 


Dr. G. R. Hargreaves, principal medical officer, Lever Bros. 
and Unilever, Ltd., said that various estimates had been made 
of the prevalence of the neuroses, many of them wide of the 
mark. Perhaps the closest index was afforded by an extensive 
inquiry which Dr. Russell Fraser had conducted for the Medical 
Research Council. He had shown that absence from work on 
account of neurosis was responsible for the loss of 1% of men’s 
time in industry, equivalent to between one-third and one- 
quarter of all time lost through sickness, and that women lost 
twice as much time as men. The incapacity caused by neurosis 
was probably greater than that caused by colds and influenza. 

To meet this problem the present facilities for out-patient 
consultation and psychological treatment were not adequate 
either in extent or quality, and in-patient facilities, whether in 
special centres or in general hospitals, were also inadequate. 
Mental hospitals designed for the care and custody of cases 
of psychotic illness, with few exceptions, were unable to pro- 
vide adequate in-patient treatment for neurosis, The E.M.S. 
and Service neurosis centres had left some trace, notably in 
the Roffey Park rehabilitation centre and the Princess Elizabeth 
industrial rehabilitation centre of the L.C.C., but far more 
in-patient centres of this type were needed. 
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Most discussion on rehabilitation, said Dr. Hargreaves, was 


based on the assumption that the chief problem was to get an 

orthopaedic case back to light work, but every works manager 
would say that he had no problem in the rehabilitation of such 
cases compared with the resettlement of neuroses and psycho- 
somatic cases, such as patients with duodenal ulcer, in general 
industry. An after-care scheme, such as that which the National 
Association for Mental Health set up during the war for men 
discharged from the Services on psychiatric grounds, was badly 
needed for the civilian psychological patient in peacetime to 
enable him to get resettled in home and work. 

The Ministry of Health, as was apparent from the decision 
to appoint regional psychiatrists, was aware of the social and 
industrial importance of psychiatric illness. Close collaboration 
between the remedial activities of the Regional Hospital Boards 
and the preventive activities of the local authorities would be 
needed if the resettlement of the neurotic patient in industry 
was to be achieved. A 


Resettlement in Industry 


Dr. Donald Stewart, medical adviser to the Austin Motor 
Company, said that neurosis accounted for well over 90% of 
psychiatric cases, and was probably a factor in 20 to 30% of 
all sickness. He divided psychiatric cases for practical purposes 
into three categories : (1) psychiatric cases among the unem- 
ployed, including psychopathic personalities, cases with a basis 
of mental defect, and those who had suffered from psychotic 
illness ; (2) psychiatric cases registered as such with the Ministry 
of Labour, and in employment, but with a disability which 
from time to time might render them unfit for work ; (3) psy- 
chiatric cases not on any register, and largely in employ- 
ment, many of them detectable in industry by the medical 
officer, some showing anxiety states or depression superimposed 
on prolonged organic disability such as tuberculosis or rheuma- 
toid arthritis. 

Under the National Health Service Act the treatment of 
psychiatric casualties in hospitals, clinics, and health centres 
was apparently to be put on a more rational foundation. It 
might therefore be that the new health service would pay atten- 
tion to the adequacy of methods of recognition, treatment, and 
prevention. But in order to do this adequately its link with 
industry must be strengthened, particularly in the field of 
resettlement. Dr. Stewart described the various rehabilitation 
facilities available, and continued : 

“Wide opportunity for modern medicine to take an active part 
in post-hospital rehabilitation is now offered. The doctor who has 
insight into and understanding of the psychological reactions of the 
worker, of his social customs, and of how his present outlook can 
be determined by fear of unemployment and the feeling of insecurity 
in his job, can do much to bring about changes in attitude. What 
industry and those Government departments more intimately con- 
cerned with resettlement increasingly require is advice from the 
doctor closely informed on both industrial and psychiatric matters, 
and who talks the common language. A further vista in education, 
both of doctors and laymen, is thus opened out. Training for this 
specific task now becomes of much significance.” 


Training, however, depended on research. Some proposals for 


investigation in this field were at present under consideration. 


One of the most important was the investigation of placement 
in jobs by studying on the one hand the physical and psycho- 
logical demands of the different jobs and, on the other, the 
corresponding capacities of the individual. In the psychological 
approach such factors as incentives, fatigue, monotony, and 
working environment needed careful consideration. 


Psychiatric After-care 


An account of the working of the National Association’s 
after-care scheme for psychiatric casualties, already referred 
to by Dr. Hargreaves, was given by Dr. Kenneth Soddy, 
medical director of the National Association. This scheme, 
which started in 1942, and in 1946 was thrown open to others 
besides ex-Service people, had dealt with between 13,000 and 
14,000 men and women, and the present active case-load was 
over 4,000. It looked as if two and a half years was the aver- 


age time for patients to remain in touch with the scheme. 
About one-third of the patients came into the scheme suffering 
from a psychotic illness, while nearly one-half were of the 
neurotic type. About one-third were referred by hospitals or 


doctors, and rather fewer by employment exchanges. Only 
about a quarter of the patients could name a doctor as being 
their “own doctor,” so that the scheme was evidently breaking 
new ground. About 9% of the patients at any one time were 
receiving treatment in mental hospitals or neurosis centres, and 
7% in psychiatric out-patient clinics. These low figures might 
be due in part to the patients’ lack of co-operation or lack of 
confidence in psychiatric treatment, but they were also an indica- 
tion of the inadequacy of psychiatric clinical facilities and of 
the dearth of trained and experienced doctors. Some 60% of 
the patients were gainfully employed, and of those in work 
63% had found employment by their own efforts, aided in some 
cases by a social worker. The hard core of unplaceables 
accounted for about 8% of the case load. 

Psychiatric community care, said Dr. Soddy, cut across estab- 
lished divisions of work. It was not confined to medical treat- 
ment, nor to social welfare, nor to the promotion of industrial 
efficiency. Under the new Act it stood in danger of dismember- 
ment between the Regional Hospital Boards and the local health 
authorities. The arbitrary division between medical treatment 
and social care had its administrative convenience, but it 
embarrassed the psychiatric therapist. Purely local schemes 
might suffer from patchiness and standards vary from area 
to area. His hope was that the larger health authorities might 
carry on and expand the National Association’s pioneer work 
in community care and that the smaller authorities might per- 
haps make arrangements with the National Association to work 
on a co-operative basis over groups of areas. 


New Powers and Duties of Health Authorities 


A comprehensive survey of the new powers and duties of 

local authorities in respect of mental health under the National 
Health Service Act was given by Dr. Doris M. Odlum, a vice- 
president of the National Association. She said that from the 
meagre reference to mental health in the Act it might be sup- 
posed that only a limited service was expected from local 
authorities, but a more careful study made it clear that the 
door was now wide open for a much more complete and 
satisfactory mental health service than had been possible in the 
past. 
The local Health Committees to be set up under the Act 
were empowered to refer all mental health questions to Mental 
Health Subcommittees, to which co-opted members could be 
added, thereby bringing in persons with special knowledge in 
the mental health field. The Minister had suggested to local 
health authorities that they should appoint a “ medical officer 
of mental health,” whole- or part-time, who would be a senior 
psychiatrist, or at least of consultant status. 

Apart from the duties of ascertainment under the older Acts 
dealing with the mentally disordered and the mentally defective, 
and the taking of initial steps towards institutional care or 
other supervision as the case might be, local authorities had the 
power—and if the Minister so directed the duty—to make 
arrangements for the prevention of illness and the care and 
after-care of persons suffering from mental illness or defect. 
The Ministry had informed them that this provision was to be 
interpreted in a far wider sense than the categories coming 
under the older Acts, and that it included uncertifiable 
psychotics and mental defectives, neurotics, psychopaths, and 
subnormals, in fact all who were seriously handicapped by 
mental disease, disorder, or disability. 

The care and after-care of all sorts and conditions of mentally 
ill people opened up an immense field. Dr. Odlum said that 
she. could not pretend that in these austere times it would be 
possible to carry out all these functions immediately, but it 
was to be hoped that every local authority would prepare a 
comprehensive scheme, and in the meantime, with the help of 
voluntary organizations, would cover as much of the ground as 
was possible. She indicated ways in which the psychiatric 
social worker could be of great assistance at the critical time 
of a patient’s readjustment to domestic and working conditions. 

Of preventive measures one of the most important was 
health education. Superstitious and horrific ideas still sur- 
rounded mental illness, and some patients were treated with 
real mental cruelty by their families, which militated against 
their recovery at the most curable stage of their illness. A 
programme of health education was necessary to avoid such an 
unhappy situation. The problems presented by the senile, the 
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subnormal, the unstable, the epileptic, and the psychopathic 
personality were widely different, but all these classes were 
capable of being helped to a greater or less extent by trained 
social workers. She also stressed the need for co-operation 
between the Mental Health Subcommittee and the Education 
Committee on the social care of school-children who were 
emotionally unstable or maladjusted. 


Local Authority Opinion 


Many delegates from local authorities briefly addressed the 
Conference on this subject. Alderman G. R. Spruit (Hull) 
spoke of the lack of co-ordination between the general practi- 
tioner and the local authority and hospital services, especially 
in cases which developed mental illness as a sequel to physical 
illness. Councillor T. M. Larrad (chairman of Manchester 
Health Committee) mentioned the difficulty of persuading 
councils, with the hospitals taken from their control, that the 
functions of their health committees would be more important 
than ever. Mrs. M. Ormerod (chairman of the Mental Health 
Committee of the L.C.C.) suggested the setting up in every 
district of a citizens’ health bureau, where advice could be given 
by sympathetic and trained persons. She also thought that 
there was a reservoir of social workers among women who had 
had previous experience in that field and had married, but 
would now be prepared to return in a part-time capacity. 

Dr. Kenneth Cowan (M.O.H., Gloucestershire) said that if 
mental health was to have the attention it deserved there must 
be a working partnership between the Regional Hospital Board 
and the local authority. Regional Hospital Boards should 
extend their plans beyond the curtilage of their hospitals, and 
local authorities should place their resources at the disposal of 
the Boards. Adequate access to consulting psychiatrists should 
be accorded to general practitioners. 

Dr. R. F. Barbour (Medical Director, Bristol Child Guidance 
Clinic) spoke of the advantage of dissociating the psychiatric 
service so far as possible from the mental hospital. Interviews 
should take place on neutral ground, not on hospital premises. 
As for the cost of additional psychiatric services—a Bradford 
representative had expressed some fear that there might be an 
outcry against increased rates—he was surprised at the number 
of authorities who wasted the time of their trained workers by 
not affording them proper means of transport or adequate Secre- 
tarial help. He urged the importance of preventive work in 
child guidance, especially in the earlier years—pre-school years 
—during which often the main deterioration of personality 
started. Dr. Mary Burbury (Manchester Child Guidance Clinic) 
spoke of the value of the indirect approach to parents by means 
of social meetings ; they were not responsive to lectures. 

Dr. Greenwood Wilson (M.O.H., Cardiff) urged that more 
use be made of the health visitor. In Cardiff they were 
increasing the number of health visitors from 27 to 44, and 
arranging that they should receive training from the social 
psychiatric worker, so that they would be able to advise parents 
on. cases of mental deficiency or instability in children, and 
there would be no necessity to import some fresh person into 
the home. ‘ 

A Sheffield delegate said that the Mental Health Service in 
his city examined all cases of attempted suicide. Such cases 
(which were often automatically sent to mental hospitals) well 
repaid careful psychiatric examination, and the examination 
might be extended to relatives who perhaps had contributed 
to the difficulty. 

Dr. Rees Thomas, who had presided at this session, said 
that the services of local authorities in the mental health field, 
notwithstanding the transfer of hospitals to the Regional Boards, 
might well be the most important side of the health services of 
the country. 


Education for Mental Health 


The final session, over which the Earl of Feversham presided, 
was devoted to education for mental health as a national and 
international responsibility. Brigadier A. Torrie (Director of 
Army Psychiatry) declared that the need for information con- 
cerning the prevention and early treatment of mental ill-health 
was as great as the need for information concerning tuberculosis 
and cancer. Mental ill-health was primarily a social disease, 
and accordingly it was the responsibility of society to concern 
itself with prevention and cure. Physical hygiene was accepted 


by parents, who cared for their children’s nutrition and physica} 
condition, but the need for mental care was equally great 
Classes for parents could easily be arranged, but it was impor. | 
tant also to have regard to emotional difficulties during Preg- 
nancy, ‘and here the antenatal clinic came into the picture, 

In the absence of Dr. J. R. Rees, who, it was announced, was 
in Denmark in connexion with the forthcoming Internationa} 
Congress on Mental Health, to be held in London in August 
the closing address was given by Miss Sybil Clement Brown, 
the programme secretary of the Congress, who said that the 
theme would be “Mental Health and World Citizenship,” 
Discussion groups had been at work in many countries for 
some months, and the results would be brought together fo; 
international exchange. 


THE PROGRESS OF THE MUNICIPAL HOSPITAL 


The annual meeting of the Medical Society of the L.C.C. was 
held at County Hall on Jan. 7, when Dr. R. C. Harkness, the 
retiring president, delivered his address. It was reported that 
the Society now numbered 349 members. Sir Allen Daley paid 
a tribute to the late Dr. G. F. Stebbing, one of the founders of 
the Society. 

Dr. Harkness said that his own first experience of a muni- 
cipal hospital was in the North of England many years ago, 
when he was appointed medical superintendent (though techni- 
cally only a medical officer) of a combined institution in which 
hospital and workhouse were in the same curtilage, and there 
were two blocks for mental cases. For a hospital of 350 beds 
the medical staff consisted of only himself and one junior assis- 
tant medical officer. There was no consultant staff, no patho 
logical laboratory, and such x-ray equipment as was available 
was in charge of a ward sister. The nursing staff numbered 70, 
From there he went in 1919 to the charge of a metropolitan 
general hospital, where he had a staff of five assistant medical 
officers, but’ three of them were allocated to district medical 
work and to two old workhouses, so that for 670 beds the 
medical staff in effect consisted of the medical superintendent 
and two medical officers. Again, there was no pathological 
laboratory, and the x-ray department was run by the theatre 
sister. At the same time he acknowledged that before the 


Act of 1929 some of the boards of guardians which were pro- 


gressive in spirit made noteworthy improvements in_ their 
hospitals. 

The London County Council took over the hospitals in 1930, 
and the first important step after that was the approval given 
by the Council in 1931 to a report on medical staffing. This 
established the basic structure of L.C.C. hospital staff which 


_had continued ever since, though there had been many changes 


in detail. There were medical superintendents, deputy medical 
superintendents, and senior assistant and assistant medical 
officers. The assistant medical officers roughly corresponded 
to registrars in voluntary hospitals and had a limited tenure 
of four years. Promotion was so far as possible within the 
service. There was a steadily rising standard in the work done, 
and, of course, the better the quality of the work done by the 
medical staff the larger the medical staff required, because so 
much more was done for the individual patient. The consul- 
tant position was regularized in 1933, when the so-called group 
system was instituted. The consultants were not given charge 
of beds: they were consultants in the strict sense of the word, 
visiting the hospital for a certain number of sessions. Neverthe- 
less, in such specialties as ophthalmology and oto-laryngology, 
by the circumstances of the case, consultants had taken charge 
of beds to a large extent. In 1937 the so-called half-time 
obstetricians and gynaecologists were appointed. ' 
Before the war a scheme of reorganization was worked out, 
involving a large increase in the number of specialists and a 
modification of staff structure, with the setting up of clinical 
units of various kinds, but the recommendations were not for 
mally presented to the Council. The position of the medical 
superintendent had received a good deal of consideration. Ina 
general hospital no one man could now be held responsible 
for any degree of clinical supervision of all the branches of the 
work. What the final position with regard to the medi 
superintendent would be he did not know. The number of 
full-time specialists had been increased, and the conditions of 
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remuneration of many existing officers had been improved, but 
the basic structure had not been altered, and with the hospitals 
about to pass under regional authority it did not seem desirable 
that any large reorganization should be en‘ered upon : it should 
await the new conditions. 

One possibility was that the fever hospital would disappear, 
fever cases being dealt with in a branch of the general hospital. 
Yet just as in ophthalmology it had been found advisable that 
while ophthalmic cases should be treated at the general hospital 
there should be one highly specialized ophthalmic hospital, 
such as Moorfields, so it might be found justifiable to run one 
highly specialized fever hospital. 


THE DOCTOR’S PART IN CRIMINAL 
INVESTIGATION 


Another lecture for final-year students and newly qualified 
practitioners, arranged by the Metropolitan Counties Branch, 
was given at B.M.A. House on Jan. 6 by Dr. C. Keith 
Simpson. . 

Dr. Keith Simpson reminded his audience that the reason 
why the doctor’s assistance was so often invited in criminal 
investigation, was because of his professional equipment and 
knowledge and also because he was a man trained in sound 
observation and in making proper deductions from what he 
observed. What was it that the law required of a doctor? 
The law did not require him to be a sleuth ; he was not asked 
to interest himself in criminal investigation as such: he was 
there to make his accurate and leisurely professional observa- 
tions, and to draw from them any reasonable inferences. If he 
had had a good training and had retained, say, not less than 
20%, of what he had been taught, he would as a rule afford the 
police good service. His duty was to make entirely impartial 
observation, and he should remember when he was asked to 
assist the police that the Crown was not out to prosecute the 
individual but to prosecute the truth. 

The lecturer went on to describe what should be the pro- 
cedure of the doctor—meaning the ordinary doctor, not one 
claiming special knowledge of criminal investigation—when 
called to examine the victim of a fatal accident or of pre- 
sumed murder. His first duty was to make sure that the 
victim was dead. Suspended animation, especially in electrical 
accidents, was not uncommon, and in cases where there was 
a doubt means of resuscitation should be sought. If the victim 
was deacda point of importance was to determine how long it 
was since death had taken place. The temperature should be 
taken by the ordinary thermometer, preferably in the rectum 
or armpit. By the time an expert had been called in the body 
might be completely cold and evidence on this point be lost. 
His next duty was to recognize any signs of foul play. The 
position of the body might give rise to suspicion. The scene 
of the crime, if such it was, should be disturbed to the smallest 
extent possible. Nothing should be handled which would take 
a finger-print. But the doctor should not be so cautious in his 
approach as, for example, to fail to look for evidence of 
asphyxiation, which was the form of death most common in 
the victim of sexual assault. Manual asphyxiation was some- 
thing which could only spell crime, for it was impossible for a 
person manually to strangle himself. Injuries which might or 
might not be suspicious were those caused to the side of the 
face by contact with a hard surface. Some injuries plainly 
suggested a street accident; others could have resulted only 
In stab injuries those which were 


the suicide who timidly stroked his throat or wrist with the 
weapon before making the fatal wound. Most suicides shot 
themselves through the temple, the mouth, or the middle of 
the forehead, and if the wound was not in the usual situation it 
was always a matter for suspicion. One should also look for 
any signs of resistance on the part of the victim. 

Dr. Keith Simpson, whose lecture was illustrated by lantern- 
slides and was greatly appreciated by the large audience, con- 
cluded by saying that if the doctor had made sound and reason- 
able observations he need fear nothing in the witness-box, and 
he must not imagine that he was being urged by the authorities 
to go any further than his scientific investigation warranted. 


THE ROYAL SURGICAL AID SOCIETY _ 


The Lord Mayor of London presided over the 85th annual 
Meeting, at the Mansion House, of the Royal Surgical Aid 
Society. It was reported that over 19,000 appliances had been 
supplied during the past year, an increase of more than 1,000. 
Nearly 7,000 of the appliances were trusses, and nearly 4,000 
were stockings and knee-caps. The list included 293 artificial 
legs and 1,639 high cork and special boots. Appliances are 
supplied only in accordance with surgeons’ prescriptions. It 
was mentioned by one of the speakers that the high and still 
rising price of all appliances is a matter of concern. It may 
not be generally known that many surgical appliances require 
the surrender of coupons, also that further coupons are necessi- 
tated by reason of the wear on the clothing which the appliances 
often cause. 

In responding to a vote of thanks to the surgeons of the 
Society, which was proposed by Mr. R. E. Goodfellow and 
seconded by Major-General E. H. Fitzherbert, Mr. Cecil 
Flemming said that it was embarrassing to be thanked for 
something one naturally liked doing, and to be a surgeon for 
such a Society was an enjoyable occupation. The surgeons 
were the people who came into contact with the patients and 
were best able to judge what the help given meant to them. 
With regard to the durability of the appliances furnished by 


the Society, he mentioned that recently a man came to the . 


Society’s offices complaining that his belt was wearing out. On 
being asked when it was supplied, he said that it was in 1904. 
Financially it was reported that the subscriptions and dona- 
tions had been well maintained and had increased slightly. 
There was nothing in the National Health Service Act to indi- 
cate any intention on the part of the Government to take over 
the Society or its work. Despite the far-reaching effect of the 
Act, the annual report stated that it was “apparent that the 
work of the Royal Surgical Aid Society will be required for 
many years to come, and it would be tragic if its income 
should fail because subscribers feel that its work may become 
a Government responsibility.” Other speakers at the meeting 
included Alderman and Sheriff Sir Leslie Boyce, Admiral 
Sir Martin Dunbar-Nasmyth, and the Rt. Hon. Thomas Wiles. 


MEDICAL FOUNDATION OF EPSOM COLLEGE 


The Royal Medical Foundation of Epsom College appeals to 
all members of the medical profession who do not already do 
so to subscribe to the Foundation. “In every profession some 
must fall by the wayside; others must inevitably fall upon 
evil days. Our object is to help the families of these less 
fortunate brethren. To that end the Foundation in 1947 has 
provided : ; £ 


50 ordinary pensions .. 1,500 
43 Foundation scholarships for boys (educated, clothed, 

and maintained entirely free of cost) ae .. 8,010 
13 scholarships for girls .. 570 
24 Council exhibitions for boys .. 1,500 
140 pensions and annuities of varying amounts .. .. 3,023 
Grants towards education of 51 boys and girls .. .. 1,443 
Grants to widows and spinsters .. 339 


“ This is an expenditure of £16,385 in the year. In order to 
maintain this assistance we have to rely upon the generosity 
of our subscribers and donors for over £10,000 per annum. 
Without sufficient help from them even our existing benefac- 
tions would have to be curtailed. Owing to lack of funds 


many deserving applicants—medical men and widows, and ° 


children of school age—remain unassisted. The Sherman 
Bigg Fund enables the Foundation to make educational 
grants for those who cannot obtain scholarships. Donations 
to augment the income of this Fund will be most welcome. 
We have many applicants on the list for pensions—both widows 
and spinsters, all hoping for help some day, some of whom 
have been waiting for years. ; 

“We therefore beg you earnestly to send either a subscription 
or a donation to this Foundation during 1948. When doing so 
you may, if you wish, stipulate the particular form of benefac- 
tion on which it is to be expended. Subscriptions and donations 
may be sent to the Secretary, the Secretary’s Office, Epsom 
College, Surrey, by whom information will be sent on request.” 
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ORDER OF ST. JOHN OF JERUSALEM 


The London Gazette has announced the following promotions 
in, and appointments to, the Venerable Order of the Hospital 
of St. John of Jerusalem: 


As Knights : Major-General Sir Robert Hay, K.C.I.E., K.H.P., 
I.M.S., Brigadier W. W. S. Johnston, C.B.E., D.S.O., M.C., Colonel 
H. H. E. Russell, O.B.E., V.D., Colonel E. Cotter, C.I.E., V.H.S., 
I.M.S., and Dr. H. F. J. Norrie. As a Dame: Dr. Frances C. B. 
McKay. As Commanders (Brothers) : Major-General F. A. Maguire, 
C.M.G., D.S.O., V.D., Colonels N. Briggs, C.1.E., V.H.S., I.M.S., 
and L. H. A. R. Huggard, Lieutenant-Colonel E. A. H. Russell, 
V.D., Messrs. R. D. A. Douglas, M.B.E., H. R. Rishworth, C.B.E., 
J. J. Abraham, C.B.E., D.S.O., and Drs. W. Benton, C. D. Newman, 
S. F. Chellappah, O.B.E., and E. S. Bowes. As Officers (Brothers) : 
Air Marshal T. E. V. Hurley, C.M.G., C.B.E., Colonels T. E. 
Holland and A. M. McIntosh, Major A. Ehrmann, O.B.E., T.D., 
Captain C. J. Evers, Mr, F. H. Edwards, Drs. T. P. Lalonde, F. W. 
Hebblethwaite, E. P. Scott, D. M. MacManus, W. Megaw, J. C. D. 
Carothers, R. V. S. Cooper, C. R. de C. Sadler, E. H. Lodge, F. C. 
Middleton, M.B.E., J. Mackenzie, and R. C. Inglott, M.B.E. As 
Associate Officers (Brothers) : Major D. P. Mitra and Dr. R. S. B. 
Gopal. As Officer (Sister) : Lady Margaret Ramsden, M.D. As 
Serving Brothers : Surgeon Captain C. T. Baxter, R.N.(ret.), Briga- 
dier W. Leslie, M.C., T.D., Major G. K. Wood, R.A.M.C., Drs. 
E. J. A. Dougan, T. H. McOwat, M. A. Oulton, L. D. Densmore, 
J. F. Eustace, W. D. Dyson, E. W. C. Thomas, F. W. Moffitt, W. L. 
Jack, R. N. Gibson, H. D. Wallace, E. J. G. Wallace, W. G. 
Denholm, L. C. J. Edwards, J. G. Bremner, H. C. Geldard, J. W. 
Flynn, W. E. George, H. H. Hurst, and D. J. Taitt. As Associate 
Serving Brothers : Captain M. Solomon, R.A.M.C., and K. B. M. S. 
Mahmood. As Serving Sisters: Drs. Eda S. Curtis, Helen M. 
McNeill, Olive S. May, Marguerite A. C. Douglas-Drummond, and 
Laura K. M. Horne. 


Reports of Societies 


——— 


ORTHOPAEDIC SURGERY IN RHEUMATOID 
ARTHRITIS 


At a meeting of the Section of Physical Medicine of the Royal 
Society of Medicine on Jan. 14, Mr. W. A. Law, who has 
recently spent some months at the Massachusetts General 
Hospital studying the orthopaedic services of Bauer and 
Smith Petersen, discussed the part played by orthopaedic 
surgery in rheumatoid arthritis and ankylosing spondylitis. 

Mr. Law said that the orthopaedic surgeon had lately been 
taking a greater share in overcoming the deformities of these 
common diseases. For this purpose a high standard of team 
work was essential, the team including a physician, an expert 
on physical medicine, an orthopaedic surgeon, and in certain 
cases deep x-ray therapy might also be needed. The principle 
of rest was still the basis of the so-called conservative treat- 
ment of rheumatoid arthritis. The aim of all treatment must 
be to relieve pain, arrest the disease process, and restore func- 
tion; but rest might be harmful from the point of view of 
restoration of function, particularly if by putting one joint at 
rest there was interference with the function of other joints 
of that limb. While a case was undergoing surgical treatment 
a careful balance must be preserved between rest and active 
exercise, pain being controlled if necessary by drugs. In many 
rheumatoid cases there were multiple deformities necessitating 
a long programme of reconstructive or functional treatment. 
The patient might also have to undergo one or more revision 
operations to secure a satisfactory end-result. 


Upper Limb 

He proceeded to discuss, with illustrative cases, the ortho- 
paedic procedure for various joints affected by rheumatoid 
arthritis. A painful shoulder joint with adduction and internal 
rotation deformity was frequent ; excision of the acromion pro- 
cess, together with removal of sub-acromial bursae, eliminated 
the source of pain and allowed free movement. Relief of pain 
also helped to remove muscle spasm. In rheumatoid arthritis 
of the elbow joint, spasm of the biceps muscle was a pro- 
nounced feature. Smith Petersen had drawn attention to the 
fact that the radial head might be drawn upwards so as to 
impinge upon the capitellum. Excision of the head of the 


radius overcame such faulty joint mechanics, pain was Telieved 
and a considerable improvement in range obtaii, ' Arthro. 
plasty of the elbow joint with excision of the lower end of 
the humerus and upper ends of the radius and ulna was ingj. 
cated where there was gross joint destruction or complete 
ankylosis. 
Lower Limb 


The hip joint and the knee joint frequently demanded surgica} 
treatment on account of pain and deformity associated with a 
variable degree of ankylosis. Where the patient’s morale wax 
low and'the muscles wasted and fibrotic a stabilizing procedure 
such as arthrodesis might be useful. In too many cases the 
problem of bilateral painful stiff hips and/or knees had to be 
faced. A strong plea was made for a reconstructive operation 
before fibrosis of muscles and ligaments and atrophy of the 
bones and joints had progressed too far. More than one 
operation might be necessary. 

In 1939 Smith Petersen announced his technique for the 
performance of arthroplasty of the hip, his aim being to 
create all the elements which made up the joint. This tech- 
nique had been greatly improved by the introduction of the 
vitallium mould. Originally a two-stage procedure was intended, 
but the inertness of vitallium had now made the second stage 
(for mould removal) unnecessary. The mould became a perma- 
nent insurmountable barrier to recurring ankylosis. Any re- 
construction of the hip joint must aim at producing a joint 
which was painless, stable, and capable of bearing weight. The 
response to the procedure was conditioned by the degree of 
muscle wasting and involvement of other joints, but even in 
bed-ridden cases there was marked improvement. In a few 
patients increased use of the hip joint resulted in pain and 
effusion in the knee joint, but this was temporary. 

Mr. Law reviewed four types of reconstruction: (1) routine 
arthroplasty in which the femoral head and enlarged and 
deepened acetabulum were reshaped and made smooth and 
congruous ; (2) the modified Whitman procedure, which was 
indicated if the femoral head had undergone atrophy or the 
bone was so soft that after reshaping by gouging the femoral 
neck became too short; (3) the modified Colonna operation, 
which was carried out if there had been a more severe degree 
of absorption or loss of the femoral head and neck ; (4) arthro- 
plasty at the level of the lesser trochanter, should the greater 
trochanter be unsuitable for reshaping. This last operation 
resulted in loss of leg length, but this was of little significance 
in bilateral cases. 

Painful and swollen knee joints could always be rendered 
painless and stable by arthrodesis. In cases where fhe joint 
was grossly distended by synovial effusion or the synovial 
membrane was thickened, much might be achieved by excis- 
ing the synovial membrane so far as possible, together with 
the semilunar cartilages. Internal derangement of the knee 
joint owing to a meniscus lesion in a joint with rheumatoid 
arthritis should be treated by excision of the meniscus. In 
performing posterior capsulotomy difficulty might be found 
owing to dense adhesions. Subperiosteal stripping of the 
capsule might prove a safer method. As a less radical 
alternative to the complete excision of the patella, plastic 
operations on the bone were of value, and it was possible 
that the retention of a portion of the patella aided in repair 
and improved the quadriceps mechanism. 

After touching on the spinal osteotomy operation devised 
by Smith Petersen, Mr. Law concluded by saying that these 
joint reconstructions were formidable operations, requiring 
patience and vision on the part both of surgeon and patient, 
but the benefit was seen not only in the restoration of func: 
tion but in the marked improvement in the patient’s outlook, 
always an important factor in the treatment of rheumatoid 
diseases. 

Discussion 

Dr. W. S. TEGNER, President of the Section, referred to 4 
case which Mr. Law had mentioned of a man who after 
arthroplasty of the elbow sustained an elbow injury on being 
lifted from the ambulance, whereupon the rheumatoid condi- 
tion flared up again. It was interesting to learn that joints 
which had been treated surgically were still subject to this 
possibility. At what stage should operation be attempted? 
Those who saw a good deal of rheumatoid arthritis mostly 
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believed that movement should be undertaken early. Was it 
possible that in a joint which had been treated by arthroplasty 
a recurrence of rheumatoid arthritis might occur as bad as, 
or even worse than, that in a joint on which no operation had 
been done? Mr. Law appeared to think that rheumatoid 
arthritis and ankylosing spondylitis were very much the same 
condition. On this side of the Atlantic most people thought 
they were not the same. 

Mr. Law said that there was no doubt that a joint which 
had undergone arthroplasty was still subject to any disease 
process to which the unoperated joint was subject. Rheumatoid 
arthritis might recur in a joint on which an arthroplasty had 
been done. The main value of arthroplasty at such a stage 
in the disease was in the maintenance of muscle power. If 
the old idea of waiting until the disease had “ burnt itself out ” 
still obtained, the muscles and fascia by that time would be 
just ribbons of fibrous tissue. There were no soft structures 
with which to work. Hence the value of the teaching of 
Smith Petersen on the necessity of considering revisions of 
these operations. An arthroplasty on the hip joint, done to-day, 
might result in six months’ time in a flexion range of 60 to 
80 degrees, but in eighteen months’ time the range might have 
come down to 30 to 40 degrees, and if there had been further 
flare-ups there would be more pain and more joint swelling, 
and it would be worth while revising that arthroplasty. In 
the hands of Smith Petersen that procedure worked extremely 
well. But it was a colossal programme to put to the patient. 
With regard to ankylosing spondylitis and rheumatoid arthritis, 
he felt that there was a difference in the state of the bone as 
between the two conditions, but it was not a gross difference. 
In the former condition the bone was much harder, so that 
one had to use hammer and osteotome to get through the 
bone, whereas in the ordinary rheumatoid case one could often 
do the gouging by hand. Rheumatoid bone was more vascular 
and was associated with the thick overgrown villi, so that there 
was more bleeding in the operation. 

Dr. FRANK CooKsEey said that the practice in this country in 
the active stage of the disease was to rest the joint as much as 
possible and maintain prophylactic movement rather than insti- 
tute active exercises. He found it difficult to believe that the 
same flare-up after operation might not occur as was sometimes 
seen in their own unoperated cases which, after consefvative 
treatment, were allowed to get about too soon. Was there any 
evidence that by operating early the period of activity of the 
disease was shortened ? 

Mr. Law replied that there was no evidence on that last. 
point, The benefit of early operation was the maintenance of 
muscle power and tone. Joint movements were dependent on 
these muscles. If they had been reduced to mere ribbons of 
fibrous tissue no chance was given for joint reconstruction. He 
would not say that early surgery should replace conservative 
treatment. He thought that the patients must have their proper 
medical treatment before any surgery was considered. But he 

felt that there was a place for surgery before the disease was 
“burnt out.” There was a point where conservative treatment 
(splintage, traction, and various therapeutic measures) ceased 
to make for real advance, and this was before the muscles 
became completely atrophied. That was the ideal time to begin 
ta think of surgery. 


Preparations and Appliances 


SIMPLIFIED APPARATUS FOR COLLAPSE THERAPY 


Dr. FinTaN L. CorriGAN, Military Unit, Harefield County 
Hospital, Middlesex, writes: The cylinder shown below was 
designed to simplify the apparatus at present in use for collapse 


| therapy and to produce, if possible, a fool-proof machine. By 


the use of automatic valves at the inlet and outlet allowing air 
in one direction only, the machine is at once independent of 
taps, and refil!ls can be given by use of the plunger only. How- 
ever, a tap is desirable between the cylinder and the manometer 
for the following reasons: (1) To control the rate of flow of air 
(the tap being set to the desired speed beforehand) ; (2) to take 
pressures at more frequent intervals than 200 ml. if required. 
The capacity of the cylinder shown is 200 ml. (as in the 


Maxwell apparatus), this being a convenient figure, and, as the 
pressure change produced by each discharge of the cylinder 
can be read on the manometer while the cylinder is being 
recharged, the operator can carry out a large refill clinic using 
the plunger only. The aspiration of air from the chest calls 
for exactly the same procedure—the connexion having first been 
transferred from the outlet to the inlet after removal of the 
filter. : 

By using this cylinder connected to a manometer we have 
been able to reduce our refill clinic time by one-quarter. This 
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Diagram of cylinder. 


Photograph of cylinder. The filter has been removed from the 
inlet tube and laid beside the cylinder. 


speed can be maintained when the operator has to manipulate 
the apparatus for himself, in contradistinction to the use of 
an apparatus with taps. The cylinder shown was made to»my 
design at the hospital by a member of the engineering depart- 
ment (Mr. A. Barons) and is at present being used with an 
aneroid manometer as fitted in the Maxwell box, a tap being 
incorporated between the cylinder and the manometer. It is, 
of course, essential that the valves should be accurately 
machined. 


I am indebted to Dr. K. R. Stokes, the Medical Director of 
Harefield County Hospital, for his help and encouragement 
in producing this modified apparatus. 
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Correspondence 


901) The Issue is Freedom 


Sir,—The Minister of Health has refused to consider making 
any amendment to the National Health Service Act, 1946. 

If we take service under this Act, we shall be subjected to 
serious encroachment on our liberty, both professional. and 
personal. This applies to consultant and specialists as well as 
to general practitioners, but it is the general practitioners who 
will be most obviously affected. 

This is how the Act will curtail the freedom of the general 
practitioner : 

1. His practice will no longer belong to him but will become 
the property of the Minister of Health of the day. The doctor 
instead of being the owner will be reduced to the status- of 
tenant. 

This clearly involves a loss of freedom. 

2. He will no longer be able to make his own arrangements 
to move from one area to another. If he wishes to move he 
will have to get the consent of (a) the Local Executive Council 
of the place he wishes to Zo to; (b) the Central Medical 
Practices Committee in Whitehall ; (c) the Minister of Health 
of the day. 

This is another loss of freedom. 

3. He can be dismissed from the Service on the personal 
decision of the Minister of Health of the day without right of 
appeal to the courts. 

This is a grave loss of freedom. He is deprived of the rights 
which are enjoyed by every other citizen. , 

4. The Minister has unparalleled powers under this Act. 


’ One of them is the right to appoint a large proportion of the 


members of all the important committees concerned with the 
administration of the Act, and above all the right to appoint 
the chairman. This includes the Local Executive Councils, 
to whom the general practitioner will be directly responsible. 
A bad or biased chairman can wreck any committee and com- 
pletely obstruct its activities. The chairman appointed by the 
Minister can be removed only at the Minister’s pleasure. Thus 
the members of the committees are helpless and have no control 
over their chairmen. . 

This is a grave loss of freedom. It resembles the set-up of 
the Fascist corporations by Mussolini in Italy. 

5. The Minister of the day has the power to alter the terms 
of remuneration and the conditions of service by Regulation. 
This means that without having to obtain the consent of Parlia- 
ment he can arbitrarily fix or vary the amount of income that 
a doctor can receive whether by way of salary. or capitation fee. 
Regulations have to be laid on the table of the House for a 
relatively short period, and unless someone makes a prayer 
for their annulment within this time (a prayer which in practice 
hardly ever succeeds) they automatically have the force of law. 
This means that the doctor has no security, since every new 
Minister of Health can vary the remuneration and conditions 
of service at his pleasure. 

This is a dangerous loss of freedom. 

6. The present Minister proposes to pay a basic salary. Thus 
the general practitioner will become a salaried servant of the 
State. This inevitably involves Civil Servant status and is the 
thin end of the wedge to whole-time salaried service. The 
present Minister said in Parliament in 1946 words to the effect 
that the time was not yet ripe to make the general practitioner 
a whole-time salaried servant. This shows that it is his ultimate 
objective. In any case the next Minister or any subsequent 
Minister can do this by simple Regulation. 

This is one of the gravest losses of freedom. 

Taken together all these encroachments on freedom will 
leave the general practitioner and, in the long run, the con- 
sultant and specialist also at the mercy of the Minister of 
Health and of the Government which he represents. 

Governments and Ministers come and go and their political 
outlook varies. The doctor will be subject to political pressure 
through his loss of freedom. 


His patients must suffer because they are no longer his 
employers ; his loyalty is not to them but to his master the 
Minister and to the Treasury on whom his livelihood depends 

Once in the Service there can be no going back. Private 
practice will be crushed out or will be so precarious that Very 
few doctors will be able to risk it. 

Thus there is no alternative, and that in itself constitutes g 
grave threat to freedom. 

At the first meeting of the World Medical Association helg 
in Paris in September, 1947, the future relations of the doctor 
to the State were discussed. Delegates from many countries 
said that the freedom of the medical profession in their ow 
countries was in serious jeopardy. They stated that the eyes 
of the world were on the British doctors, and they prayed that 
we should have the wisdom and the strength to stand out for 
the preservation of our freedom, for if we permitted it to be 
taken from us this would lead to the enslavement of Medicine 
to the State all over the world. . 

To accept service under this Act is to accept servitude.—I am, 
etc., 

Bournemouth. Doris Opium. 


Working Hours in N.H.S. 


Sir,—The thing most noteworthy is that no Labour spokes. 
man, big, medium, or little, nor any Labour newspaper, hay 
dared to discuss doctors’ working hours in the N.H:S. They 
know too well how impracticable the scheme is under their trad 
union hours but have not the courage to say a twelve-hour daj 
with the other twelve on call will be required. 

The value of the salaries offered cannot be assessed apar 
from the hours of work required, but the Minister does not 
dare to state them. His own party and the rest of the public 
would be too shocked if he did.—I am, etc., 

Birmingham. W. J. SELKirK. 


Remember Willesden 


Sir,—We are being alternately coerced and invited by Bevan 
to sit under a “sword of Damocles.” This is our last 


‘chance to answer “ No” in a voice of thunder that shall pene- 


trate the obsessed brain of the Minister, but some apparently 
would feel quite safe if they were allowed to own the chair 
they are to sit on, oblivious of the real danger above. 

Let us consider the position when the entire nation becomes 
compulsorily insured by the State. 


daily maid will find his multiple “ five and tuppences ” amount. 
ing to a tidy yearly sum and will not for long afford the luxury 
of a private G.P. or consultant. The estimate is 95% State 
patients, leaving 5% for private practice. What are the implica 
tions? Many now realize that a basic salary, so helpful fot 
beginners, may mean the thin end of the State wedge when 
it is capable. of being increased to 99% by Regulation. But 
a capitation fee can lead the same way when there is no private 
practice to fall back on as at present. Should we offend the 
Minister, our quarterly cheque would cease to arrive. We 
should face starvation not for a medical but for a political 
offence. The Willesden incident showed up the Minister’s hand 
quite clearly, though prematurely, for the profession is not yet 
in the bag. 

Again, what in the name of logic is the use of owning tht 
goodwill of a practice from which one can be “ fired” withou 
redress by a tribunal of three, of which only one is a medica 
man, with no right of appeal whatsoever? Are we to be the 
first section of the nation to be deprived of what has been the 
right of every Englishman since the time of King John—th 
right to be tried by his peers : “for to none will we deny, sell 
or delay right or justice” ? Are we to allow the clock to & 
put back to the evil days of tyrannical injustice normal her 
before Magna Carta? To divide the profession by setting the 
divergent interests of G.P.s, consultants, salaried M.O.s, and 
young ex-Service doctors against each other is a_ skilful 
technique too familiar to be pleasant. If we are duped we shall 
be the first sad link in the chain of fettered trades and pro- 
fessions which would follow. The three wise Presidents of 
Gotham, versed in courtcraft, urged us to negotiate, foreseeing 
that otherwise we should lose the sympathy of a bewildered 


public ; but even the three must be nursing their venerable 
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pates from having banged them for a wasted year against a 
ick wall. 

ie een no escape for patient or doctor? If all are State- 

jnsured and the doctor is paid by the State, then neither 
itation fee nor ownership of one’s practice can be a safe- 


d without justice, and, as Clause 42 now stands, since the - 


Government defeat in committee there is no appeal whatever 
from the decision of the tribunal open to a disqualified prac- 
titioner. “Power corrupts, but absolute power corrupts abso- 
jutely.” A man must live, but I am prepared to starve 
for this one fundamental principle of justice (and my wife 

with me); without it the rest are shadows. We shall 
become the Minister’s menials unless we vote “No”, to his 
jdeological fantasy. 

If all must be State-insured an alternative is for the patient to 
choose his doctor, pay his G.P. or specialist a prescribed fee 
for services rendered, and for the State to repay the patient. 
This would avoid political tyranny.—I am, etc., 

E. Dereham, Norfolk. 


The Younger Generation 


Sin,—l am in whole-hearted agreement with the views 
expressed in Dr. Sybil Tremellen’s letter (Jan. 10, p. 69). If, 
however, there is truth in the statement that “too many 
younger members of our profession are terribly afraid of 
insecurity and seem to prefer safety to freedom,” I would like 
to encourage her, and the medical profession in general, by 


E. Puppy. 


stating emphatically: that this is‘certainly not true of those of 


us who have yet to qualify. Let it be remembered that the 
majority of present-day preclinical medical students have 
served in the Forces, and that most of us will be 30 or there- 
abouts by the time we have finished our course, and, although 
not afraid of insecurity, are consequently extremely cognizant 
of the dangers of State control. ’ 

As at present our opinion is ineffectual it is the responsibility 
of the medical profession to stand fast.and ensure that the 
tradition of which the profession is so justly proud is handed 
on to those of us who have yet to uphold it. 

Although _unable actively to involve ourselves in your 
struggle against Mr. Bevan, I feel duty bound on behalf of the 
thousands of similar thinking medical students to express our 

confidence in the profession’s ability to maintain that freedom 
which will enable us to qualify as doctors and not become State 


servants once more.—I am, etc., 


St. Bartholomew's Hospital Medical College, GERALD C. WATMOUGH. 


Sir,—May I as a young doctor whose philosophy is not of 
the sterile safety-first variety reassure Dr. Sybil Tremellen, who 
appears disturbed according to para. 2 of her letter (Jan. 10, 
p. 69)? Most of my contemporaries are against a whole-time 
State Medical Service, of which the present scheme is clearly 
the thin end of the wedge. 

The good will between and the combined efforts of the 
doctors themselves comprise the effective force in any health 
organization. This can be maintained only by preservation of 
the profession’s high principles in their entirety. The Act in 
its present form sabotages these principles. 

Close study of the Act and of the Minister’s statements reveals 
his stratagems as réchauffé and unconvincing. The attitude of 
the intransigent Mr. Bevan to our spokesmen suggests that he 
regards the intended National Health Service as a fait accompli. 
Let us disillusion him.- By dint of trade unionism the coup de 
grdce may be implemented by the forthcoming plebiscite. 

If this linchpin of the Socialist programme is not established 
in “annus mirabilis the third” of the present regime, then Mr. 
Bevan will surely forfeit his mandate. His successor may be 
less biased and more reasonable. Politicians are ephemeral, the 
Health Service is lasting and must therefore be as perfect as 
possible at its inception. 

Let the profession exemplify by a united stand that it can 
halt the tidal wave of Socialist compulsion.—I am, etc., 

“ SERVING OFFICER.” 


Action and Reaction 


Sir,—The letter by Dr. Dan E. Davies (Jan. 10, p. 70) is 
perhaps not without significance, both on account of its direc- 
tion and its ethical content. It is refreshing to have such a 


decided opposition to the general run of the correspondence 


appearing in your columns weekly. I suppose there are others’ 


who hold similar views. The danger is that their misinterpreta- 
tion of obvious facts may mislead others at this time. The 
figures so confidently quoted may have some relevance. But 
it is not figures we are chiefly concerned about so much as the 
general bias of the Minister’s whole attitude, and his unflinch- 
ing refusal to budge an inch. Like many of my fellow prac- 
titioners I am of opinion that it is quite hopeless to expect 
consideration or fair play from him. 

With some young doctors at the outset of their medical 
career there may be some excuse for a period of vacillation 


during the present crisis : with the majority of practitioners of 


standing I can see none. And I do not believe there is really 
any occasion for a plebiscite. But if it can clear up our 
position let us have it by all means. Will I enter the new 
Health Service in July, 1948 ? Not if I can possibly help it.—1 


am, etc., 
Helmsley, Yorkshire. ALEXANDER C. BLAIR. 


Sir,—Mr. Bevan appears to be determined not to amend his 
Health Service Act. Possibly he believes that all its provisions 
command the support of a majority of the electorate. But it 
is more probable that his stubbornness is supported by a con- 


viction that this Act, as far as possible, embodies those general 


principles for which he and his party stood at the last General 
Election. Indeed it is not at all easy to deny the Government’s 


mandate for this Act, especially as in so many ‘respects it falls — 


short of the full-blooded Socialist principles held by a large 
section of the House of Commons. Furthermore, there would 
appear to be little general justification for the plea that the 
Government in framing legislation should cater primarily for 
the principles of that section of the public which has the 
greatest personal interest in it. On the contrary, many would 
feel on sounder ground pointing out that this Government's 
legislation already shows far too much sectional influence of 
that sort. 

On ‘what basis, then, can we justifiably claim a right to 
demand amendment of this Act? Surely if we can do this 
at all it cannot be by insisting that Mr. Bevan should adopt 
the general principles of an interested minority rather than of 
those he is supposed to represent. We must demonstrate to 
everyone that a large majority of the profession by reason 


of its expert status is honestly convinced of certain definite: 


errors in the Act. But in fact what steps are we taking in the 


matter ? There is to be no attempt to ascertain what majority 


of the profession is opposed to any particular provision of 
the Act; the sole source of any specific guidance upon that 
must still be sought in the original questionary. After Dr. Hill 
had addressed a recent meeting of the local profession more 
than one questioner raised this point. But ‘Dr. Hill in his 
replies would not allow that individual members should be 
asked for anything more or less than wholesale, support (or 
opposition) of the entire list of points upon which the B.M.A, 
opposes the Act—these points being derived from principles 
which are by no means the product of machinery democratic- 
ally comparable to that of a plebiscite. 

Doubtless some doctors support the entire Act, while others 
subscribe to the whole range of B.M.A. opposition to it. How- 
ever, the probability is that the majority of the profession is 
to be found dispersed between these extremes. It would there- 
fore appear that the B.M.A. intends to combat Mr. Bevan’s 
undiscriminating thrusting of the Health Bill with an equally 
comprehensive and uncompromisingly exerted force in the 
opposite direction. A doctor wishing to express his opposi- 
tion to some clause in the Act, which the vast majority believe 
to be vital, is obliged to wager his livelihood in support of 
other issues which he does not believe the majority of the 
profession would consider worth while. : 

This blunderbuss plebiscite is going to rob the B.M.A. of 
many votes that would have strengthened more specific 
opposition to the Act. And if the B.M.A. and the Negoti- 
ating Committee should nevertheless receive a mandate to 
oppose Mr. Bevan on broad principles, they will still be in 
a very unsound position to claim that they have anything like 
wholehearted support when it comes to pressing a reasoned 


case against each controversial clause of the Act. Indeed, at . 


best, the position will only be changed in so far as the doctors 
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can point their blunderbuss at the heads of Mr. Bevan and 
everyone else who sponsors his legislation. At worst, those 
comparatively few vital issues for which long before now we 
should have united will finally go under—once more swamped 
in a sea of relatively unessential or controversial matter.— 
I am, etc., 


Eye, Suffolk. J. SHACKLETON BAILEY. 


Young Practitioners 


Sir,—As an elderly G.P. of more than a quarter of a century's 
standing may I be allowed to voice the very genuine fear of 
many young practitioners? Of recent years they have come 
out of the Forces; have bought a practice or share of one; 
have settled down with their young wives and families, perhaps 
two or three children from a few months to six or seven years 
of age ; and are enjoying for the first time the bliss of a happy 
married life. Their practice is their daily bread-and-butter, 
and, while wholeheartedly agreeing with what the B.M.A. has 
done and is doing, they are most apprehensive about the future. 
The loss of capital which they will incur by staying out is bad 
enough, but to look at their homes and families, and then to 
go out and cut the very ground of livelihood from under their 
feet, is asking a very great deal from them, and many will 
not be able to do so. 

To such men the B.M.A. must give some assurance. For 
many years we have been building up funds for such an 
emergency. I know not to what these funds amount, but I 
believe it is over a quarter of a million, and, if so, the B.M.A. 
might consider helping some of these men over the interim 
period. I am a “ die-hard,” and, though I should like to have 
been allowed to carry on my practice for a few more years, 
nothing will induce me to join the Service as it now stands.— 
I am, etc., 

Chipping Norton, J. Ee RUSSELL. 


Ownership of Goodwill 


Sir,—At a recent meeting of the Labour Party in Marylebone 
Major Duncan Bruce, Principal Private Secretary to Mr. 
Aneurin Bevan, gave an able explanation of the health services 
under the Health Act. Among other things he said that : 
(1) At first the pay-beds in hospitals would be set aside for 
those who wished to buy privacy and that consultants would 
be able to charge fees on a sliding scale in other beds; 
(2) voluntary effort was ingrained in the character of the 
British people, and full scope would be given for that in the 
new Health Service ; (3) the Government would no longer allow 
doctors to own the goodwill of their practices, because in the 
past the custom of buying and selling practices had been some- 
times abused. 

It is well that the medical profession should realize that an 
uncompromising spirit pervades the official utterances of those 
who are forming the Health Service of the future and who 
expect the medical profession to co-operate with them. When 
the speaker was asked why those doctors who wished to remain 
independent in the National Health Service should not be 
permitted to do so, owning the goodwill of their practices and 
introducing their successors or partners, he replied that in his 
opinion committees were far more likely to choose the best man 
for the practice than the doctor who was retiring. While it 
must be admitted that a State service would involve committee 
rule and negative direction for a large number of doctors in 
present-day conditions, can this be any possible justification for 
abolishing all independent public practice? As the Voluntary 
Hospitals are being mercilessly cramped into a unified system, 
it is difficult to regard the invitation to voluntary work as serious 
or honest. 

It is fortunate that we have been forewarned as to what the 
future holds by responsible Ministry officials by using such expressions 
with regard to the conditions of service as “at first.” Dragooning 
and bureaucratic direction are bound to follow with the establishment 
of the State Service unless safeguards are insisted upon for those in 
the Service. For the public who demand independent service there 
must be even stronger safeguards, so that independent hospital, 
nursing-home, consultant, and general-practitioner service may be 
perpetuated. 

What is it then that the medical profession considers essential in 
and which will satisfy them in recommending service 
in ct 


(1) .Administration—That the present Central Advisory Health 
Council should become an Executive Body in the sense of the Coaj 
Board and the Central Electricity Board and other undertakings. 

(2) Independence.{a) That consultants and specialists should 
retain a service independent of the State Service by the pay-blocks 
of hospitals remaining outside the Service and any pay-beds within 
the hospitals which can be allocated from hospitals that have no pay. 
blocks ; that existing nursing-homes and all hospitals which can 
remain self-supporting with upkeep contributions should remain 
outside the Service, and that full permission for nursing-homes and 
existing clinics to have full facilities be recognized. (b) Genera} 
practitioners who go into the Service should be allowed to retain 
the goodwill of their practices if they so desire it and not be merely 
compensated. They should have full rights to introduce their 0 
partners ‘and successors. 

(3) Direction——That there should be no direction by negative or 
positive means. 

(4) Remuneration.—That there should be no salaried element for 
general practitioners. 


Briefly, Ministerial intention to monopolize medicine must 
be met by a united profession protecting the interests of those 
who wish to go into the Service as well as those who elect to 
stay out.—We are, etc., 

E. T. WriGurt. 


GEORGE ROSSDALE. 


London, N.W.8. 


Sir,—The Minister of Health states : “‘ There will be amend- 
ing Acts, without any doubt, and the scheme will be so bettered 
and remoulded as experience is gained. But first it has to be 
begun... .” An amending Act after the scheme has begun 
certainly cannot revise the clause dealing with ownership of 
goodwill. The Minister intends to spend £66,000,000 of the 
country’s money on what a large proportion of general prac- 
titioners are unwilling to sell and on which the country can 
never again realize the capital so expended. Let us seriously 
ask ourselves the reason why. 

I, together with many of my fellow practitioners, consider 
not only that with the loss of ownership of goodwill we should 
lose a large part of our personal freedom but that our future 
negotiating powers with the Ministry would be reduced to 
practically nil. 

What, also, would be the position of the young man embark- 
ing on general practice ? Presumably he would join a “ pool” 
and await his turn to be sent as assistant to wherever there 
might be a demand (I doubt whether he could reasonably 
expect a “view” to partnership). Later he might hope to be 
sent to “ put up his plate ” at £300 p.a. in an “ under-doctored ” 
area, where all the patients, with the exception of a few mal- 
contents, were perfectly satisfied with the doctors of their 
choice ; eventually he might hope to fill a vacancy through the 
death or retirement of an established practitioner. 

With the loss of ownership of goodwill we should not only 
lose the freedom we have heretofore enjoyed but we should 
lose that freedom to all posterity. Other matters with which 
we disagree may possibly be rectified later by an amending Act, 
but not this vital point. 

The Minister also states: “A failure to co-operate can 
redound only to the detriment of the people . . .” yet although 
by entering into negotiation we have shown our willingness to 
co-operate, it would appear that he himself has failed to do so. 
I will therefore conclude with what I hope may be a construc- 
tive suggestion. Let there be an addendum to the plebiscite 
questions—viz., “ Are you willing to accept service under the 
Act if the Minister undertakes to forgo his demand to purchase 
the goodwill of practices and to introduce an amending Act 
accordingly ? "—I am, etc., 

Kirkby-in-Ashfield, Notts. J. D. Durance. 

Sir,—In your issue of Jan. 10 (p. 72) there appeared under 
the heading “ Remuneration in N.H.S.,” a letter from Dr. W. 
Maxwell Penny in which he cites the terms offered to a young 
doctor presumably for the purposes of purchasing a share ina 
practice. It is quite outside my province to enter into any 
discussion of the National Health Service terms. but as there is 
a major error in the illustration given I feel that this should be 
corrected. 

Dr. Maxwell Penny states that the doctor concerned would 
be called on to “ repay the capital at 12% per annum—£30 per 
quarter on £1,000—in ten years. So for £1,000 he would have 
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to pay £1,200 spread over only ten years, as well as 4% interest 
and a life insurance premium ” (my italics). The correct figures 
are that for a loan of £1,000 the quarterly repayments amount 
to £30 9s. I1d., but these include repayment of both capital and 
interest at 4% and there is no further interest payable in addi- 
tion. On this basis, the total amount paid over the whole 
riod of ten years amounts to £1,218 3s. 4d., which is inclusive 
of all interest. 1 think it will be agreed that this presents the 
matter in quite a different light, and in my experience of medical 
practice loans, which is extensive, such terms have never before 
been obtainable. 

One further point emerges, and it is that from Dr. Penny’s 
letter it might be gathered that the life assurance premium is 
also substantial. In fact, assuming the applicant to be under 
35 years of age and a first-class life, £1,000 life assurance for 
this specific purpose can be provided at a figure not exceeding 
£15 per annum per £1.000. This premium is also subject to 
tax relief at 3s. 6d. in the £, so that the resultant commitment 
can in no circumstances be considered excessive. Comparing 
these terms with those of pre-war days, and taking into account 
that it is now possible in approved cases to advance 100% of 
the purchase price (providing this does not exceed 14 years’ 
purchase calculated on the average of the past three years), I 
think it may be agreed that the terms offered are not unduly 
onerous.—I am, etc., 


Medical Insurance Agency. 
London, W.C.1. 


A. N. Dixon, 
Manager. 


Sir,—I have always been strongly opposed to the custom of 
buying and selling practices, and as was pointed out by Dr. 
Dan E. Davies (Jan. 10, p. 70), with whose letter I entirely 


agree, this opposition was shared by a large majority of the’ 


profession—at any rate as late as March, 1944. This custom 
was bad enough in the old days, when the cost of running a 
practice was considerably lower than it is to-day and income 
tax round about 2s. in the pound. A young man buying a 
practice then could by hard work and steady application 
possibly remove the millstone from his neck in four or five 
years—but what hope has he to-day, with the high cost of 
everything and income tax at 9s. in the pound ? 

I suggest to all young men hoping to enter private practice 
under the bad old custom to first do a little sum in arithmetic 
to find out how long they will have to struggle along, with 
a very small income, until they can finally remove the cramp- 
ing fetters of debt. I think then they will appreciate the fact 
that it is better for their practice to be owned by the State 
than by some heartless moneylender, and by voting “ Yes” 
at the plebiscite remove one of the biggest evils which has 
hampered the profession in past years.—I am, etc., 

Tonyrefail, Glam. F. L. BREWER. 


Sirn,—Dr. W. Maxwell Penny (Jan. 10, p. 72) raises a point of 
the greatest importance. Unfortunately he quotes payment of 
£30 per quarter for ten years as repayment of capital only, 
when it is payment of interest as well on a loan of £1,000. But 
still this payment of interest and life-insurance premiums is 
too heavy a burden for younger practitioners without capital 
who are at all unlucky. 

Can it not be clearly acknowledged that the split in the 
profession on which Mr. Bevan pins his hopes with his un- 
principled bribes for blacklegs is between the prosperous doctors 
and those who have yet to prosper? And cannot this gap be 
bridged by a system of interest-free loans from the moneyed 
doctors to the moneyless ? Such a scheme would indeed be 
worthy of the noble and learned profession that we claim to be. 

As it is, the younger man without capital might be induced 
to think that his choice lies between servitude either to Mr. 
If he nobly 
renounces this Minister’s bribes and blandishments we certainly 
shall owe to him greater financial consideration than we our- 
selves enjoyed from our elder brethren in the past.—I am, etc., 

Ruislip, Middlesex. WILLOUGHBY CLARK. 


Sir,—One of the main arguments put forward by various 
protagonists of the National Health Act is that the young 
doctor will be saved the financial worry of buying a practice. 
On this assumption I was for a while a supporter, but now I 
am either “dim” or sadly disillusioned, for, however I view 


the situation, I cannot see this advantage being gained by the 
young practitioner on joining the medical service on or after 
the appointed day. At the moment there are two main methods 
of joining in general practice. One either buys a practice, 
thereby ensuring an immediate income at the cost of a capital 
expenditure, or one puts up a “plate” in a suitable area and 
sits and waits. 

This latter method is equally costly, as for the first two or 
three years a certain standard of living has to be maintained, 
to say nothing of buying the house. Under State medicine the 
new practitioner is left with only the latter method, with the 
slight advantage that when he has an as yet unspecified number 
of patients he'll be given the handsome basic salary of £300 a 
year. The idea of stepping into a ready-made practice for 
nothing is a myth for the great majority, as at the best it means 
waiting for a “dead man’s shoes.” It may be that I have not 
correctly interpreted the full details of the new Act, but I 
understand that at the present the Minister has no power to 
dictate to a patient as to which doctor he must attend.—I am, © 
etc., 


London, N.2. S. EDELMAN. 


Sir,—Should we not do more to remove the mote from our 
own eye when we have removed the beam from that of the ' 
Minister ? 

I can still recall the anxious days and sleepless nights I 
spent fifteen years ago when, as an almost penniless assistant 
after five years, the death vacancy in the partnership threatened 
to elude me for the lack of £420. I was finally enabled to carry 
out what proved to be a satisfactory piece of business by the 
generosity of an unexpected guarantor and the farsightedness 
of a bank manager who did not insist on collateral security. 

Surely the profession does not require outside assistance 
from either the Minister or commercial firms to ensure that 
no deserving young practitioner is precluded from purchasing 
his practice or share by lack of capital ? 

I suggest that when we have won our battle each owner of 
an established practice forthwith loans to a central fund one- 
twentieth of the value of his goodwill; he may with luck 
receive annual interest thereon at 24%. The central fund would, 
after due safeguards, advance capital to prospective purchasers 
at 34%, using the estimated profit for administrative expenses. 

An alternative method might require a much smaller capital 
sum, non-interest-bearing, to form a non-collateral guarantee 
fund; such a fund would earn little interest for the medical - 
lenders as this would be ‘payable to such banks as allowed 
overdrafts to purchasers on the guarantee thereof. The figures 
are of course subject to auditor’s adjustment and are based on 
the arbitrary assumption that at any given moment one in 
twenty of the then existing practices are in the process of being 
purchased. > \ 

Some such scheme would be of great benefit to both pur- 
chasers and vendors, and would eliminate one of the “sob- 
stuff” arguments used against the private ownership of 
goodwill.—I am, etc., 


Edlington, nr. Doncaster. R. S. GILcnrRisT. 


Remuneration in the N.H.S. 


Sir,—A matter which does not seem to have been discussed 
is the treatment in the N.H.S. of the older G.P. compared with . 
the young novice. In private practice the man of ripe experi- 
ence and judgment was able to command higher fees owing to 
his greater worth. Thereby he obviated to some extent the 
necessity of working himself to death by taking too many 
patients in order to support his family in their increasingly 
expensive upbringing and education, and to provide for old 
age. Often he was able to employ an assistant or son, a young 


‘strong man without responsibilities who could spare him much 


of the nightwork and other exacting duties, and who mean- 
while was learning the art of general practice, perhaps to follow 
on as a partner. 

Under the N.H.S., however, this will be quite changed. 
Assistants will be unobtainable except at excessive rates of 
pay. In order to gain the higher income which is due to him 
and often necessary the older man will have to take more 
patients—in fact, work harder than the young man with fewer 
patients. Furthermore, with the basic salary he will actually 


lealth 
Coal 
gs. 
hould 
locks 
vithin , 
Pay- 
| Can 
Main 
and 
neral 
etain 
erely 
own 
fe or 
for 
nust 
nose 
t to 
nd- 
red 
. 
of 
q 
rac- 
can 
isly 
der 
uld 
ure 
to 
rk- | 
]” 
ere 
bly 
be 
al- | 
eir 
he 
ily 
ch 
ot, 
an 
to 
0. 
C- 
te 
ct 
g 
a 
y 
d 


170 JAN. 24, 1948 


CORRESPONDENCE 


. Brivisa 
MEDICAL JouRNaL 


get paid a smaller sum per patient than his less experienced 
colleague. 

Example.—With 95% of the population on doctors’ lists: 
The young man with only 1,000 patients will receive £1,058— 
i.e., £1 1s. 2d. per patient. The long-established man with 
4,000 patients will receive £3,332—i.e., 16s. 8d. per patient. 

Thus the older and presumably more experienced and reliable 
doctor will have to work four times as hard for only 10/13 
the amount per service compared with the young doctor. 
Income tax will make the discrepancy even greater. This is 
a fine reward indeed for a man of 50 who has given his best 
to his patients for a quarter of a century, who knows their 
histories, family histories, and environments for a generation. 
His opinion is apparently not worth as much as that of a young 
colleague in his twenties of a couple of years’ standing. This 
state of affairs is sure to sow discord at the present time. But 
maybe this will not be unwelcome to the Minister of Health. 
—l am, etc., 


Heanor, Notts, J. W. O. HoLMes. 


The Basic Salary 


Six,—Great stress is laid on the basic salary as being the first 
step to absolute control by the Minister of Health. The first 
step was taken in 1912 when we consented to serve under the 
National Health Insurance Act. We have only recently learned 
how to combine and fight against increasing duties and poor 
remuneration with considerable success. We have previously 
served under Ministers of all parties and none has been kind 
to us. I consider that the system in the Armed Forces, which 
gives increased pay for seniority, rank, and special qualifications, 
is preferable to capitation payment. 

I agree with Dr. W. Edwards that it puts a premium on un- 
tutored youth and physical stamina and a discount on greying 
hairs and wise judgment. Surely the man with 1,000 or 2,000 
actual patients on his books must give better individual atten- 
tion than the one with 4,000 or 5,000. Under present conditions 
the doctor with smaller numbers will probably charge higher 
fees. If the bulk of his private list is to be brought in at 
contract rates he will suffer enormous loss. The 1944 ques- 
tionary showed that general practitioners voted 12% in favour 
of a salary, 28% for a small basic salary and capitation, and 
55% for capitation alone. One may fairly conclude that 40% 
favoured some salary and 55% no salary : 40% is a very con- 
siderable minority, which deserves full consideration. 

As I am approaching the retiring age I wish to point out 
especially the injustice of the clause in the Act referring to 
the value of houses to be transferred to one’s successor. My 
house is at a busy corner. Since I bought it in 1920 it has 
become mainly a built-up area, and I spent more than I paid 
in modernizing it. Surely I have the same right as any other 
owner to get the best price I can. My successor has the same 
right to accept or refuse my terms. The question of goodwill 
does not come into the matter ; the house is a good centre for 
any doctor, but if some non-medical man thinks it worth more 
for another purpose I have surely a right to the best price I 
can get without interference.—I am, etc., 


Stockport, C. HIBBERT. 


Economic Persuasion 


Sir,—I notice from recent correspondence that the Minister 
of Health considers the medical profession divided. Dr. Guy 
Dain denies this. I think we are almost unanimous in rejecting 
the N.H.S. Act as it now stands, particularly the section giving 
no right of appeal to the High Court. However, on the 
“appointed day ” many of us will be compelled to join the new 
Health Service. 

I am a young ex-Service doctor, a member of the B.M.A., 
54 years qualified, and am struggling to keep my wife and 
family on £270 per annum in a junior resident hospital appoint- 
ment. For over six months I have been searching in vain for 


an assistantship in a country practice in the southern half of 
England, and judging from the B.M.J. advertisement columns 
there are many others in the same predicament. What 
other representative body, professional or otherwise, would 
allow its younger members to be treated thus? Surely it is 
high time the more prosperous and senior members of the 


B.M.A. gave a helping hand to the young ex-Service doctor - 
otherwise in July many of us will have no option but to join 
the Government Service.—I am, etc., 

Tavistock, Devon. G. W. Gipps. 


Work the Act 


Sir,—After reading carefully through the National Health 
Service Act, 1946, and the comments of Mr. A. Bevan addressed 
to the profession, together with the White Paper and the Nego- 
tiating Committee’s report, I state quite freely that I like the 
Act. Mr. A. Bevan has kept the seven principles of the profession 
as published in the Journal of Dec. 15, 1945 (p. 833), well in 
mind, and he has watched with care the replies given to the 
British Institute of Public Cpinion’s questionary on the White 
Paper set out in the Supplement of Aug. 5, 1944 (p. 25), as 
shown by his following the lead of the profession in its desire 
for a basic salary and a capitation fee, but relying mostly on 
the capitation fee. There are no doubt ambiguities and legal 
perplexities in the Act, but what legal document has not got 
them ? We are all human. But the main principles of the Act 
are sound and give the prospect of a good health service for the 
nation. 

It is now for the profession to show its usual good will and 
forget the bickerings of the politicians and work the Act. Many 
doctors will ask, ““ What do my fellow colleagues think about 
it all?” To that question there has been a complete answer 
in the Supplement of Aug. 5, 1944, when 25,435 medical men 
and women answered the questionary on the medical service 
and the results were published. It would be well for all doctors 
to study those figures again, and it would be better for the 
B.M.A. to take a little more cognizance of those findings, 
The heads of our profession in the Presidents of our Royal 
Colleges of Physicians, Surgeons, and Obstetricians have set 
the example of seeking to co-operate with the Government. 
Let the general practitioner do the same and work the Act with 
all his accustomed good will and energy. I hope that all the 
19,478 doctors (Journal, Jan. 11, 1947, p. 64) who were willing 
to negotiate with the Government will join the Service and give 
us a medical service worthy of our nation.—I am, etc., 

Croydon, Surrey. C. I. STOCKLEY. 


A Warning 
Sir,—It appears to be widely supposed that any forecast 
of the condition of the profession under the National Health 
Service Act cannot be based on experience for the simple reason 
that no such Act has ever before been operated in this country. 
On the contrary, we have had for a century, in every town and 
hamlet of this country, a comprehensive medical service, ad- 


ministered by the Minister of Health, providing treatment and- 


certification without charge, having hospital and general prac- 
titioner services. The practitioners are paid variously by salary, 
by capitation, and by attendance. Some of the practitioners 
do no other work ; most, however, have other patients ; some 
work at health centres provided by the local authority, others 
at their own premises. They have security of tenure of office 
“ until they die or resign.” * There is a superannuation scheme’ 
in which some, but not all, participate. 

In this letter I refer to the practitioner service, the District 
Medical Service of the Poor Law, a part of the Public Assistance 
Medical Service. It is so very similar to the practitioner service 
envisaged in the National Health Service Act that the new Act 
would, in fact, do little more than abolish the present income 
limit of patients and extend the principle of “ free choice,” thus 
increasing the number of patients and doctors in the service. 

In other words the proposed “changes” are proposals for 
expansion of an existing service. The power and control of 
the Minister are fundamentally the same in this existing service 
as they will be after expansion. In case anyone should suppose 
that the Minister’s concern with practitioners in the District 
Medical Service is remote I will quote the statute. The Minister 
is “charged with direction and control,” may “define the 
duties . . . direct the mode of appointment and determine the 
continuance in office or dismissal . . .” of District Medical 
Officers, and “ regulate their salaries and the time and mode of 
payment thereof." The Minister of Health was until 1919 
known as the President of the Local Government Board, and 
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earlier still, until 1871, as the President of the Poor Law Board. 
be thought that the Minister has any less statutory 
authority or responsibility in his first-begotten service than he 
has in the proposed new one. . 
‘Now the Minister, in the second paragraph of his address to 
the individual doctor,’ says that the latter “wants to know 
exactly where he stands ” on simple questions. At almost the 
same date the Minister has told us where we D.M.O.s do 
stand. And this is where: (1) All appointments, including 
rmanent superannuable appointments, are to be terminated. 
(2) There will be no compensation for loss of security of tenure 
and none for loss of superannuation rights. (3) The Minister 
refuses to hear representations on this matter.’ (4) The 
Minister’s principal officers state that it is in accordance with 
“the general principles of compensation which are being 
adopted in current legislation—the principle that there should 
be no compensation in the case of part-time officers.” ° 

As is well known, security of tenure and superannuation are, 
in all appointments, inducements to set against a lower rate of 
remuneration, and the rate of remuneration in the existing 
service (in my locality, at least) has gradually dwindled and is 
now less than half that of panel service. On this question of 
remuneration the Ministry refuse to hear representations. 

It must be added that there are certain not very clear rights 
of transfer of credit for superannuation provided that the doctor 
serves under the National Health Service Act.* In previous 
Acts, such as the Local Government Act, 1933,’ there have been 
appropriate and clearly defined provisions for compensation, 
so that if the holder of a permanent superannuable appointment 
could not continue in a similar capacity with continuing super- 
annuation rights he would at least be compensated. 

The Ministry, in declining to consider compensation, have 
suggested that where (as in most cases) we have other patients, 
we are “ part-time,” and imply that this “ principle of current 
legislation” does not apply to “ whole-time ” officers. Whether 
it will extend to them in the future remains to be seen. I have 
worked for many years without imagining that it would ever 
apply to me. I give the facts but I offer no criticism. By 
Regulation I am not allowed to. For the same reason I must 


remain anonymous.—I am, etc., 
D. M. O. 


REFERENCES 


1 Public Assistance Order, 1930, Regulation 157. 

2 Poor Law Officers’ Superannuation Act, 1896; Local Government Super- 
annuation Act, 1937. 

8 Poor Law Act, 1930, Sect. 1 (1). 

4Ibid., Sect. 10 (3). 

6 British Medical Journal, Supplement, 1947, 2, 154. 

6 Ibid., Supplement, 1947, 2, 164. 

7Ibid., Supplement, 1948, 1, 4. 

4 ealth Service Act, 1946, Superannuation Regulations 16, 38, etc. 

® Fourth 


Tell the Public 


Sir,—Is it not time that the British Medical Association, by 
means of the lay press, made the position quite clear to the 
public why it feels that the National Health Act, as it stands 
at the moment, is not satisfactory towards patient or doctor ? 
[ hear it so often expressed that doctors are against the Act 
because they will suffer financially, and it seems to be this 
that has produced a very strong feeling in the lay mind against 
the doctors at the present time. In fact I often hear it stated 
that doctors are already overpaid. Many laymen also feel that 
now they will obtain the services of a “ London specialist ” in 
the provincial hospitals, and that patients will be much more 
likely to be treated in their own locality, be it university town 
or small provincial or market town. 

I suggest the following points need emphasizing : (1) That 
the argument over remuneration has been on a capitation basis 
in order to exclude slackers getting unearned pay. (2) The 
profession’s view on the buying and selling of practices is in 
the patients’ interest as well as the doctors’. (3) Section 35, being 
a very important issue, should be expounded and explained 
more fully to the public. (4) That control and regionalization 
will give the patient less liberty and choice over the doctor 
“specialist” who treats him and the locality of the hospital 
where he is to be treated. (5) The legal anomalies in the Act 
will lead to serious hardship to the public.—I am, etc.. ; 


MARGARET DUDLEY-BROWN. 


Greenhithe, Kent, 


The Only Answer 


Sir,—A few weeks ago I submitted an application for addi- 
tional rations for one of my patients, suffering from inoperable 
gastric carcinoma. In due course I received a reply from the 
Ministry of Food stating that “ the Medical Advisers regret that 
they are unable to recommend that the additional foods be 
supplied.” We have seen numerous examples of this form of 
petty tyranny in recent months, the most odious aspect of 
which is the absolute callousness and disregard for individual 
human life, so entirely characteristic of the totalitarian system. 

In the course of the last three years we have witnessed the 
spectacle of our liberties and individual rights being insidiously 
filched from us one by one ; and I have not the slightest doubt 
that, if the National Health Service in its present form is 
inflicted upon us, we shall see yet further extensions of this 
form of control of our profession by our medical gauleiters. 
One of the primary objects of totalitarian States—so well 
exemplified by Nazi Germany and Communist Russia—is the 
absolute control of the learned professions, which, by virtue of 
their long-established traditions of liberty of thought and 
opinion, have always provided the nucleus of resistance to all 
forms of autocratic tyranny. 

Surely the issue before us in the coming plebiscite is simple : 
it is not the merits or demerits of basic salary, capitation fees. 
or sale of goodwill; it is simply whether we want to live and 
work in a free country or a totalitarian slave-State. The history 
of the last ten years has shown conclusively the futility of 
attempting to “negotiate” with totalitarian systems, and that 
the answer, and the only answer, to tyranny is firm and unflinch- 
ing resistance to the last. To our profession to-day belongs 
the honour of being the first line of resistance to the new 
despotism ; let us therefore not fail, but stand together and 
return a united and uncompromising “ No” in the approaching 
plebiscite.—I am, etc., 


Catford, London. G. TAYLEUR STOCKINGS. 


Whole-time Practitioners and the Act 


Sir,—We have been surprised to hear the view expressed at 
recent meetings that the whole-time people do not matter, and 
that it appears to have been generally assumed that whole- 
time officers employed in hospitals will automatically accept 
service under the Act, because they do not find anything in it 
which conflicts with their principles. It is important that this 
misapprehension should be removed. Those of-us who have 
chosen full-time service have done so voluntarily, and up to 
the present time have been happy to work in our respective 
fields with a full sense of professional freedom and indepen- 
dence. We have derived that independence from our ability 
to change our employing authority at will or in the last resort 
to transfer our allegiance solely to our patients and ourselves 
in the freedom of general practice. 

We believe the broad intentions of the Act to be excellent 
and desirable, but the Minister’s*statement makes it abundantly 
clear that there is to be one employer and all are to be 
employed. To many of us who are at present engaged in 
whole-time service the Act may offer substantial material advan- 
tages, but it is vital that none of us shall ignore the fact that 
our freedom is essentially dependent upon a large body of 
general practitioners who shall not be paid by salary and who 
shall have the fundamental right of all men to appeal to a 
court of justice —We are, etc., 


D. H. BARNBROOK. © J. R. ANTHony HALL. 


K. A. Cowan. GRAHAM POOLE. 
J. C. Forp. G. E. E. USHER-SoMERS. 
F. J. Fow er. W. E. WIMBERGER, 

West Bromwich, Medical Superintendent. 


Support for the N.H.S. 


Sir,—I have not yet noticed any letter in your columns 
supporting the Minister of Health’s new Act in its present form, 
though I have no doubt that there are some doctors who take 
the view which I feel sure you are too courteous and impartial 
not to publish. I agree that Mr. Aneurin Bevan may well be 
planning a fully salaried State medical service as his ultimate 
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objective. If this be so, I see no reason why the public should 
not derive at least as satisfactory service as they do from the 
public health departments, the Naval, Military, and R.A.F. 
medical services during the war, the E.M.S., or the “ panel.” 
Although our Civil Service is much decried by us it is a model 
to all others throughout the world. There is no institution that 
I know of which has not the faults (and the advantages) of its 
inherent structure.—I am, etc., 

London, W.3. RONALD LIVINGSTON. 


State Servants 


Sir,—-During the course of conversation with many general 
practitioners I have found that almost without exception they 
are opposed to participation in the new Act. The main reasons 
are: (1) The insidious danger of becoming eventually full 
salaried servants of the State, with a certain duty to Whitehall. 
(2) That they are, from the word “ go,” potential Civil Servants, 
at the whim and fancy of one Minister whose views and record 
are only too well known. But they want reassurance concern- 
ing the “compensation” clause. Trying to avoid the money 
issue about which so much has been written, and which can 
be so unimportant, they cannot but be concerned that if they 
do not join on the appointed day they will lose all right to 
eventual compensation. 

If we can firmly stipulate that we are not going to part with 
a very ancient and sound tradition—namely, the buying and 
selling of practices—we shall convince the Minister, and more 
important still our patients, that we are not parting with our 
goodwill ; which is, after all, only a sound business proposition, 
saving for our dependants and our retirement. 

The “mess of pottage” will surely be ours if we sacrifice 
ethics for financial worries.—I am. etc., 

Gloucester. 


J. B. W. HAywarp. 


No Confidence in Minister 


Sir,—Mr. Bevan has shown himself incapable of negotiation. 
or even of being polite to our committee ; and his remarks and 
threats of a sharply reduced capitation fee “if there is much 
more quibbling ” should convince even the most ardent young 
supporters of his scheme that their future and ours, when 
once we have signed on the dotted line, would be very uncertain 
financially. Apart from that, we don’t like to think of medical 
officers of health being classified as “spivs” and “drones”; 
and the question of compensation is so vague that no confidence 
can be placed in the Minister or his Act as it stands. 

We have only one course open, and that is to give our 
Negotiating Committee a 95% “No” in the forthcoming 
plebiscite. As Mr. Bevan is unwilling to negotiate there will 
be no point in attempting to deal with him further, and a 
demand for his resignation would only be in line with his own 
statement made in the House last year that he would “ stand or 
fall by the Act.” Our personal freedom and our patients’ 
welfare must come first.—I am, etc., 

Appleby Magna, Burton-on-Trent, 


Will of the People 


Sir,—Despite the numerical strength and the fervour of 
opponents of the Act, close perusal of your columns has failed 
to reveal a single valid argument to refute the view that “to 
oppose the Act is to oppose the will of the people as expressed 
through Parliament,” as you succinctly put it (Jan. 10, p. 53). 
The only moral principle at issue is, Are we morally justified 
in insisting on a Conservative type of medical service in a State 
governed by a Parliament committed to the putting into effect 
of Socialist principles? Conservative, B.M.A. principles— 
private ownership and practice—like. Socialist governmental 
principles—public ownership and practice—are merely political, 
and no moral issue is involved whichever side we take. 

Who pays the piper calls the tune. Our patients pay us, and 
they should be allowed to call the type of medical service they 
want. We seek to impose on them the type we want and put 
ourselves gravely in the wrong. 

I can admire the honesty of Dr. Dan E. Davies when he 
writes, ““ What we are really studying is our own interest, first, 
last, and always ” (Jan. 10, p. 70). We ought, of course, to be 


J. R. SALMOND. 


‘assured income, pension, and widow’s pension in the Health 


studying first, last, and always what type of medical service will 

best serve the health of the people. The patient’s interests must 

come first ; we exist merely to serve him.—I am, etc., 
Wallasey, Cheshire. 


*." Dr. Johnston should have given the full quotation. Wha, 
we said was this : “Some medical men have argued that to 
oppose the Act is to oppose the will of the people as expresgeq 
through Parliament. But as Dr. Hill put it in his speech Jag, 
week : ‘The Minister has told us of our right as individual, 
and our right collectively to determine our attitude to this 
Service. We are within our rights in saying No.’”*—Ep., By J 


Refusal 


S1r,—I refuse to enter the National Health Service unless the 
Act is amended. I am under 40, have no other training, have a 
family to support, and cannot live without working as a doctor 
I have also left the area where I could have counted on a goog 
following. If those members of the B.M.A. who have accepted 
seats on boards, etc., cannot see their way to follow, will they 
at least resign from a scheme they know to be wrong ?—I am. 
etc., 

J. P. 


Newquay, Cornwall. 


“Free Choice ” 


Sir,—The Minister of Health has taken great pains to stress 
the “free choice” of the individual doctor to join or not to 
join the National Health Service. It would be of interest to see 
what the Minister’ understands by a “free choice.” Fo, 
example, the value of an individual practice may be between the 
figures £1.000 and £7,000. Thus if on the appointed day the 
doctor exerts this so-called “free choice” and contracts out of 
the Service, he will lose this asset, since he is no longer permitted 
to sell his practice. If he does sign, however, he will be com- 
pensated, perhaps equably, perhaps not. The larger the 
individual doctor s practice the greater the financial loss should 
he decide not to join the new Service. 

In any other circles but the Minister’s, a choice between two 
courses—one involving heavy financial loss and the other no 
loss but perhaps even a slight gain—would be considered rather 
an unusual interpretation if described as free. The doctor, | 
feel, might be forgiven if he thought a little pressure was being 
put on him to take a certain line of action. He might in fact 
even feel he was being bribed.—I am, etc., 

‘Brighton. 


S. L. Kaye. 


National Health Service 


_ Sir,—As an active and lifelong Conservative I never thoughi 
I should find myself in agreement with a left-wing Socialis! 
periodical, but I am bound to say that the Tribune's reference 
to us as a reactionary profession very adequately describes the 
bulk of the correspondence in your last two numbers. 

If we can find no stronger grounds upon which to fight thi 
Socialist Minister of Health than direction, which does n 
exist, or anyway which is unchanged, than the retention of 
right to buy and sell practices, already agreed upon by the 
profession as undesirable in the 1944 plebiscite, and by opposi- 
tion to payment by part-salary, upon which in the same 
plebiscite the profession was almost equally divided, then w 
are lost indeed. 

Is it seriously suggested, except for propaganda, that we hav 
ever been able to practise where we want to? If it is, l¢ 
whoever thinks so go and try. After the war I wanted té 
practise in Sussex. The only country practice that came inti 
the market then had seventy applicants. We all obviously 
wanted to practise there. Could we? For heaven’s sake le 
us drop this nonsense. 

With regard to the sale of practices, is it fully realized tha 
with interest and taxation at its present rate it is impossible for 
a young man without capital to borrow money to buy his 
practice, maintain a decent‘standard of life, and at the same 
time provide for himself and his family after retirement ? The 


Act must be a real ray of hope to many young doctors, and 
these are the people who should be considered. Also to think 
it reasonable that one should be able to buy oneself into’ 
comprehensive service is just as absurd as to think one should 
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still be able to buy a commission in the Army, and I am sure 
that the latter practice only died after a hard fight from the 
reactionaries of that time ! A ; 

And now as to the salary. It is freely stated that the inclu- 
sion of a basic salary is the prelude to a whole-time salary 
within two years. (Incidentally, I believe, the original policy 
of the Conservatives.) Is this pure conjecture, or is there any 
inside information that we lack ? If there is positive informa- 
tion on this point, let’s have it and I'll believe it. ; 

We are getting our usual indifferent Press. The Times advises 
ys to drop our opposition to the question of the sale of prac- 
tices, the Sunday Times to concentrate on getting the right of 
appeal to the courts—and there’s the really important thing, 
the only one that matters. Let us concentrate on this, and also 
get the question of partnerships cleared up, and we shall be all 


right.—I am, etc., | 
Stradbroke, Norfolk. J. V. Dockray. 


A Sign of Carcinoma 


Sir,—I am indebted to Mr. A. Dickson Wright for drawing 
attention to the value of the diagnostic manceuvre which he 
described and portrayed in the Journal of Jan. 3 (p. 27). But 
first we must insist that the preliminary examination of breast 
cases should be made with the patient stripped to the waist 
and standing. It is only in this position that the breasts are 
really dependent and that the signs of the presence of malignant 
disease due to general retraction are most likely to be observed. 
These signs are diminution of the size of the organ with 
elevation or deviation of the nipple, and, however slight, they 
are most significant. It is as a corollary to this examination with 
the patient standing that I conceive the arms above the head 
position may be useful. ; 

But the breast must also be examined with the patient 
recumbent. It is an additional aid in the examination of 
the axilla, and especially in stout people, to get the patient to 
lie on the side with the suspected organ uppermost. In this 
position the contents of the axilla are dragged forwards by the 
weight of the breast, and quite often enlarged nodes, not pre- 
viously detected, may be easily palpated or even seen. 

Of course there are many other points useful in diagnosis, 
but if, when all the aids have been employed, there is still real 
doubt, then direct exploration is justified. In making this state- 
ment I am well aware of the hornets’ nest I may be disturbing. 
It was my former colleague, Mr. A. K. Henery, who taught me 
that an incision down to, but not into, a doubtful lump may 
settle the question of its nature, the curious drawing in and 
fixation of the fat around a malignant neoplasm being char- 
acteristic. If, with this restraint, the surgeon still has.doubt, he 
can deepen the cut to obtain the information which may 
be so valuable in the interest of the patient. To arrive at an 
accurate and complete diagnosis in doubtful breast cases we 
need to take much care and not grudge the time spent in investi- 
gation. I have heard it said that Halsted sometimes took 
nearly an hour over the complete examination of a difficult 
breast problem.—I am, etc., 


Taplow, Bucks. G. GREY TURNER. 


Cancer of the Lung 


Sir,—I was interested to see in your account of the annual 
report of the British Empire Cancer Campaign (Jan. 3, p. 22) 
the suggestion that the increase in the incidence of cancer of 
the lung (16.5 times in men, 8 times in women) between 1921 
and 1938 might be connected with the doubling of the consump- 
tion of tobacco in this period. I have often wondered if 
tobacco smoke had anything to do with carcinoma of the lung, 
but I think that the mere statement that smoking has increased 
misses an important point. When |] was a young man pipe- 
smoking was the main form of the pleasure or vice, as one 
may look at it: cigarettes were “used when one was not 
smoking.” as I think the author of the Wind in the Willows said. 
Few people inhaled, and I cannot remember seeing a case of 
primary cancer of the lung when, early in the century, I was 
a student. Somewhere about the time of the first world war 
pipes fell rather out of fashion and cigarettes came to the fore. 
Most cigarette-smokers inhaled—they could not get much fun 
out of it otherwise—and cancer of the lung began to be more 
common. This may be a mere coincidence, for | do not know 


~ 


if the tar in tobacco smoke contains a carcinogenous element. 
I have also heard it suggested that the inhalation of the dust 
from tarred roads, also more or less corresponding in date, 
might be a factor. Perhaps both are. But even if inhaling 
cigarette smoke is proved to be a cause of carcinoma I doubt 
if people will give it up.—I am, etc., 

Guildford, Surrey. E. W. SHEaF. 


Simple Test for Pulmonary Tuberculosis 


Sik,—This is a plea for the use in general practice of a very 
simple test by which to estimate progress in cases of pulmonary 
tuberculosis. Britton and Whitby say that the normal average 
of monocyte to lymphocyte is 1 to 3; that Sabin and his 
colleagues found that in cases of pulmonary tuberculosis 1 to 
any number less than 3 suggested possible activity, and 1 to 1 
or any number less than 1 was a bad prognostic sign. I hada | 
simpler suggestion from Heap in England more than 30 years 
ago and have found it of immense value in connexion with the 
sedimentation rate and x-ray findings. I have not yet found a 
case of unfavourably advancing pulmonary tuberculosis with- 
out a ratio of 1 to 1 or less than 1; nor in controls without 
pulmonary tuberculosis has the blood picture been anything 
like it. 

It has even an advantage over the high sedimentation rate 
in that (1) there is no need to correct for anaemia; (2) there 
are comparatively few conditions giving a blood picture of high 
monocyte-lymphocyte ratio—glandular fever, an early stage at 
commencement of measles—while there are many that produce 
a high E.S.R. Thus it may help in differential diagnosis. I 
had two patients illustrating this. A mongol with a swinging 
temperature 101°-97° F. (38.3°-36.1° C.) for two months, cough, 
and wasting, and E.S.R. 150. Clinically it seemed obviously a 
case of pulmonary tuberculosis. His blood picture never gave 
a high monocyte-lymphocyte ratio : a week before his death 
it was 1 to 5. At necropsy it was found to be bronchial cancer, 
and no evidence at all of tuberculosis. The second was a man 
of 70 who suffered for years from chronic bronchitis. Tuber- 
culosis was not suspected, until on one routine examination of 
his blood I found a 1 to 1 monocyte-lymphocyte ratio. X-ray 
examination and the presence of tuberculosis bacilli in his 
sputum confirmed the diagnosis.—I am, etc., 


London, W.C. H. ANGELL LANE. 


B.C.G. in Control of Tuberculosis 


Sir,—In his paper on B.C.G. (Nov. 29, 1947, p. 855) Prof. 
G. S. Wilson submits some of the published reports to a 
criticism which, as your leading article suggests, is rather exact- 
ing, having regard to the conditions under which the evidence 
must be obtained. But he is more tolerant towards Levine and 
Sackett’s’ report of the New York results, which purports to 
show B.C.G. as ineffective. Had he applied to this analysis the 
same standard of criticism which he applied to the more favour- 
able results of Rosenthal, Blahd, and Leslie,? he would have 
made more than casual reference to the gross fallacy which the 
former contains, a fallacy which should exclude it from serious 
consideration but which is neglected by those who use the 
results to support their own argument. The whole New York 
investigation, of course, has little bearing on the efficacy of 
B.C.G., since it neglects the principle of avoiding infection 
before immunity has been established. But there is a much 
morg serious error in the statistical analysis which, if corrected, 
would leave the results showing almost the maximum possible 
difference in favour of B.C.G., though even that would have 
only a limited significance. 

During the total period of 20 years deaths from tuberculosis 
among vaccinated children were 11, of which 8 occurred during 
the period 1933-46, to which importance is attached because 
selection was then automatic. During this latter period the 
death rate among vaccinated and controls was almost the same. 
But of the total 11 deaths, 10 occurred in infants known to 
have been exposed to positive-sputum contact in the home prior 
to vaccination. No claim has been made that B.C.G. imamuniza- 
tion could check an infection already established, and indi- 
viduals for whom that possibility exists must be excluded from 
analysis. In some analyses all those exposed before allergy 
appears are excluded. If. however, the 10 deaths where pre- 
vious exposure was known are excluded, there is left 1 death 
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in the vaccinated group (period not stated). The difference in 
favour of B.C.G. is almost the maximum possible, but for the 
period of automatic selection even that maximum is less than 
three times its standard error. As a matter of fact, the data 
given suggest that some of the vaccinated who died were really 
infected after vaccination, but the probability is not one which 
can be admitted in selection of statistical material. The correct 


verdict on Levine and’ Sackett’s analysis is that it has, at best, . 


doubtful significance, but that what admissible evidence it 
presents is in favour of B.C.G.—I am, etc., 
Cardiff. W. H. TyTLer. 
REFERENCES 
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Sir,—Dr. W. E: Snell’s letter (Dec. 20, 1947, p. 1007) prompts 
us to state that nothing has arisen in connexion with B.C.G. 
during the last three years to cause some of us to change the 
opinion that we formed of it twenty years ago. Propaganda 
has reached such proportions in this matter that even those like 
Dr. Snell who knew of the excellent work with B.C.G. in Oslo, 
and those who are now learning of it for the first time, are 
perhaps arriving at wrong conclusions. 

Among other matters Dr. Snell states : “I was glad to read 
in your leading article that tuberculin-negative nurses certainly 
need protection, a point I endeavoured to make in your corre- 
spondence columns some three years ago. Unfortunately, some 
of our leading tuberculosis workers still await conversion to 
this belief.” While disclaiming the title of “leading tuber- 
culosis workers,” we did take part in that correspondence, in 
which we insisted that tuberculin-negative nurses, like all 
hospital workers, need protection. But it is yet to be proved 
that B.C.G. gives the protection that is needed ; for those who 
use B.C.G. in tuberculin-negative nurses still get cases of 
tuberculosis in these girls. Therefore the strictest medical 
supervision, healthy living conditions, and proper measures to 
reduce the risk of infection are still necessary and should be 
enforced at once—even if B.C.G. is to be given a trial, or even 
if a better vaccine becomes available-—We are, etc., 

PETER W. EDWarDs. 


Market Drayton, Salop. A. CLARK PENMAN. 


Diagnosis of Poliomyelitis 


Sir,—I am surprised that in the many recent articles published 
on poliomyelitis no mention has been made of the value of 
repeating lumbar puncture in establishing the diagnosis in this 
disease. The frequent occurrence of a late rise in the protein 
content of the C.S.F. as well as the dissociation between the 
protein content and the cell count has been previously observed. 
These facts can sometimes be utilized in clinching a doubtful 
diagnosis, as illustrated by the following five cases, selected 
from a total of 53 cases which were under my care at Clay- 
ponds Isolation Hospital during the recent epidemic. 


- + Case 1—A boy aged 14 years was admitted on Aug. 8, 1947, 
with a history of lumbar pain and weakness of the legs, commencing 
on the previous day. Pyrexia and signs of meningeal irritation were 
present. C.S.F. examinations gave the following results: Aug. 8, 
1947, 4 cells per c.mm. and 20 mg. of protein per 100 mi. Aug. 22, 
187 cells per c.mm. and 75 mg. of protein per 100 ml. During the 
interval between the above examinations the patient suffered from 
a remittent pyrexia and stiffness of the back. No definite paralysis 
could be established and recovery appeared to be complete. | 

Case 2—A woman aged 20 years was admitted on Sept. 15, 1947, 
with.a history of weakness of the right hand since Sept. 7. The 
signs present on admission were entirely paralytic and practically 
confined to the right forearm extensors—an unusual distribution in 
poliomyelitis. Other causes of wrist-drop had to be considered. 
Result of C.S.F. examinations: Sept. .15, 8 cells per c.mm.; 30 mg. 
of protein per 100 ml. Oct. 9, 8 cells per c.mm.; 40 mg. of protein 
per 100 ml. 

Case 3—A boy aged 12 years. The disease commenced with 
headache on Sept. 13, 1947, and the patient was admitted on Sept. 17 
showing signs of meningeal irritation. Result of C.S.F. examinations : 
Sept. 18, 10 cells per c.mm.; 35 mg. of protein per 100 mi. Oct. 3, 
5 cells per c.mm.; 50 mg. of protein per 100 ml. This was a purely 
meningeal case showing no evidence of paralysis at any stage. 

Case 4—A man aged 40 years. The illness commenced on 
Sept. 16, 1947, with pain in the arms, legs, and neck. The patient 
was admitted on Sept. 22 with general muscular weakness. This 
patient had widespread but mostly incomplete paralysis involving 


in a rather symmetrical fashion all four limbs and trunk. Partig| 
respiratory paralysis necessitated four weeks’ continuous treatment in 
a respirator, during the greater part of which time he suffered from 
marked mental abnormality. A workmate engaged in paint-spraying 
was treated for paralysis at another hospital, where a neurologisi 
suspected lead poisoning. Result of C.S.F. examinations: Sept. 23 
3 cells per c.mm.; protein, 30 mg. per 100 ml. Oct. 21, 1 celj 
per c.mm.; protein, 40 mg. per 100 ml. 

Case 5.—A boy aged 17 years. The illness commenced with 
stiffness of the neck on Oct. 12, 1947, and he was admitted on 
Oct. 17. On admission there was pain and weakness in the neigh- 
bourhood of the right shoulder and hip, and left wrist and ankle. 
It was thought that the affected ankle had a slightly puffy appearance 
and the erythrocyte sedimentation rate was 50 and 70 mm. after 
one and two hours respectively. A rheumatic condition was gsys- 
pected. Result of C.S.F. examinations: Oct. 18, 1 cell per c.mm.; 
30 mg. of protein per 100 ml. Oct. 28, 22 cells per c.mm.; 45 mg 
of protein per 100 ml. The second result weighted the diagnosis 
in favour of poliomyelitis. 


‘Though it is possible that in some cases the C.S.F. remains 
normal throughout the course of the disease, I believe that 
many of the normal findings depend on the particular phase of 
the disease during which lumbar puncture has been performed. 
I am indebted to the staff of the Pathological Laboratory, 
Churchfield Road, Ealing, for the examination of the cerebro- 
spinal fluids.—I am, etc., 


Croydon. J. J. LInenan. 


Measles Prophylactic 


Sir,—Dr. Harwood Stevenson (Dec. 6, 1947, p. 928) and 
Dr. A. H. Morley (Dec. 27, 1947, p. 1054) have both advocated 
the use of parental whole blood as a routine in the attenuation 
of measles in contacts. There is, however, a danger which 
should be taken into account before advocating this procedure 
as a routine. I refer of course to the possibility of sensitizing 
the recipient of the blood to the Rhesus agglutinogen. It is now 
accepted ** that the intramuscular injection of Rhesus-positive 
blood into a Rhesus-negative individual may result in the sen- 
sitization of the recipient, which, although giving rise to no ill- 
effects at the time of injection, may do'so at a later period, so 
that in the case of females a “ Rhesus-positive pregnancy ” may 
result in iso-immunization and its sequelae. 

There is no such danger attached to the use of adult serum, 
the use of which I should advocate until a satisfactory gamma- 
globulin fraction is produced in sufficient quantities in this 


country.—I am, etc., T. S. MARSHALL, 
Regional Transfusion Centre. 
REFERENCES 


1 Wiener, A. S., and Sonn, E. B., Amer. J. Dis. Child., 1946, 71, 25. 
2 Diamond, L. K., Proc. roy. Soc. Med., 1947, 40, 546. 


Herpes Zoster 

Sir,—In view of the recent publication of cases of herpes 
zoster showing unusual clinical manifestations we wish to record 
the following case which appears to be similar to Case 3 re- 
ported by Dr. Thomas Parkinson (Jan. 3, p. 8). 

A man aged 63 was admitted on Dec. 16, 1947, from a neigh- 
bouring hospital with a diagnosis of erysipelas and ulcerative stoma- 
titis. For the previous two weeks he had experienced pain in the 
right ear, buzzing noises in the head, and severe headache, which 
had prevented sleep for the two days prior to admission. For a 
week his throat had been sore and there had been ulcers on the 
gums and tongue, causing difficulty in swallowing solids. The right 
side of the face became inflamed on Dec. 13. There was no previous 
history of chicken-pox or herpes zoster, nor any contact with these 
two conditions. 

On examination he was a plethoric man with swelling of the right 
side of his face, particularly affecting the lips, cheek, temple, and 
submaxillary region. There was a well-marked erythema over this 
area, with typical zoster vesiculation and crusting. There were no 
vesicles in the external auditory meatus. On the right side of the 
tongue there were circumscribed areas of shallow ulceration, and 
two or three smaller areas were present on the inner side of the 
cheek and the hard palate on the same side. The temperature was 
98.8° F. (37.1° C.). No further spread of the lesions occurred 
and the pain subsided slightly, although oedema of the submaxillary 
region with lymphadenitis became very marked owing to infection 
of the lesions of the chin. This was treated with 40 g. of sulpha- 
thiazole and 3 mega units of penicillin, and by Dec. 23 the mouth 
lesions and infected areas had healed, except for a smal! ulcer on 
the tongue and a patch of eczema on the chin. This latter area 
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was noticed to be continually moist owing to saliva dribbling out 
of the right corner of the mouth, particularly at night. On Dec. 30 
a definite right facial palsy became apparent, and’ at the same time 
intense neuralgic pains occurred in the area of the face which had 
previously been affected by herpes. The paralysis became absolute 
in both upper and lower facial areas, and although there was no 
sensory loss over the face the neuralgia and feeling of numbness 

rsisted and spread up into the right side of the temporal region 
over the right eye. There was no alteration in taste, but there 
was a diminution in the acuity of hearing in the right ear. The 

tient was discharged on Jan. 8 to attend as an out-patient for 


physiotherapy. 
—We are, etc., E. G. BREwIs. 
Newcastle-upon-Tyne. C. NEUBAUER. 


Sir,—I read Dr. Thomas Parkinson’s article on herpes zoster 
(Jan. 3, p. 8) with great interest, and I feel it opportune to 
quote briefly two cases which occurred about a year ago in 
this practice. 

Case 1—A man of 34 came to see me complaining of dysuria 
and pain in his left side. The urinary symptom was one of pre- 
cipitant micturition and was of two days’ standing. His background 
showed that he was in the midst of divorce proceedings, and I 
decided the symptoms were functional in origin. I gave him an 
appointment to come and see me at a later date to take a fuller 
psychiatric history, but he returned the next day with a herpes rash 
in the line of the 3rd lumbar nerve. A few days later his urinary 
symptoms cleared and the herpes rash ran its usual course. I told 
my partner about this man and he quoted the following case to 
me which he had seen about the same time. : 

Case 2.—Dr. W. J. Meldrum was called in to see a man of 
75 who had all the symptoms of a subacute intestinal obstruction. 
His abdomen was distended and he looked very ill. Rectal examina- 
tion revealed hard masses of faeces, which were digitally removed. 
Before leaving, the patient complained of a pain in his left side, 
but in view of the more obvious obstructive symptoms it was not 
considered of any great significance. The next day the old man 
had a herpes zoster rash where previously he had had pain. Neither 
before nor since has he had such difficulty with his bowels, and 
it is suggestive that the herpes lesion had caused intestinal atony. 


I mention these two cases because Dr. Parkinson makes no 
mention of the autonomic nervous system in his paper. If 
two such cases can occur in: one practice, it is obvious that 
similar zoster symptoms must be relatively common, but they 
usually pass unnoticed.—I am, etc., 

Ibstock. Leicester. 


C. A. H. Watts. 


Relief of Pain in Midwifery 


Sir,—It is indeed surprising that so little attention is giyen to 
the problem of analgesia in labour. Anaesthetics are many, 
and useful in their sphere, but methods of analgesia (complete 
or partial relief of pain in the wear and tear of labour) are few. 
At the best, they would appear to be confined to verbal adjura- 
tions such as : “Bear down,” “Don’t hold your breath,” “I 
should give her a sniff, now ” ; “ See you later, when it’s ready ” ; 
“T'll give you something”; “Nurse will see to it ’—with 


perhaps “an injection ” or “a tablet.” I believe that the worry 


of labour can be lessened for everyone—for, although the 
woman is the main sufferer, the attending doctor and nurse 
must also participate to a greater or lesser degree if they are 
“ midwifery conscious.” I am of the firm belief that midwifery 
should be done by a team. not necessarily composed of experts, 
but of experienced practitioners who have the welfare of mid- 
wifery at heart and who are supported by nurses of similar 
persuasion. They would assume complete responsibility for 
antenatal care, conduct of labour and delivery, thus inspiring 
in the woman a confidence in her outlook which in the present 
state’ of affairs is certainly not engendered. 

As invaluable and proved adjuvants I would suggest the 
resuscitation of two aids, both simple and safe, which provide 
relief from pain, sleep, and a degree of oblivion. The reason 
these have fallen into disuse appears to be only that they 
involve a little trouble for everyone but the woman. I refer 
to. first, Dr. David R. Jennings’s hyoscine amnesia in labour 
(B.M.J., 1929, 2, 801), and, secondly, Minnitt’s gas—air 
analgesia. Briefly, Jennings’s treatment is similar to “ twilight 


sleep” but no morphine -is used, resulting in a feeling 
of well-being in the woman during and after labour and a 
notable absence of somnolence in the child. In regard to 


Minnitt’s apparatus, suffice it to say that in his observations 
Dr. Minnitt has conscientiously recorded the causes of failure 
to relieve pain, the main one being lack of co-operation. Sad 
to say, this may occasionally be the woman’s fault, but much 
more often is failure to relieve pain owing to the complete lack 
of sympathy for the woman and understanding of the apparatus 
by the attendant—doctor or nurse. Dr. Jennings and Dr. 
Minnitt have rendered signal service to midwifery which has 
yet to be fully appreciated, while Dr. John Elam, of New Barnet 
Hospital, has spent many years in careful observation of gas—air 
analgesia, with very favourable findings. To these voices 
crying in the wilderness I would add mine and say, “ Tell the 
women !”—I am, etc., ; 


Dundee. C. A. ALLAN. 


Drug Addiction 


Sir,—It is a sad but true fact that morphine addiction is 
incurable, notwithstanding all evidence to the contrary. Re- 
lapses after extensive treatment appear to be inevitable and 
necessitate constant supervision, combined with periods of 
hospital treatment from which the addict gains little and suffers 
greatly. When, in other branches of medicine, an incurable 
condition is encountered, all available knowledge is used to 
alleviate suffering. Treatment in such cases does not consist. 
in giving repeated therapy which hurts but does not help. 

The morphine addict after a time ceases to gain pleasure 
from the drug, and in order to do so increases the dose. All 
pleasure and security gained from the drug soon vanish and 
the process of deterioration sets in. It would appear to me 
more logical and kinder to treat this addiction with controlled 
doses of the drug. This would be arranged so that the 
minimum dose necessary to produce that indescribable sense of 
well-being for which the addict craves is given as required. 
Short periods of abstinence would be necessary when the 
minimum dose no longer produced the desired effect. These 
periods need be very short, as tolerance is lost rapidly. Hyoscine 
or a barbiturate could be given at these times. 

The dreadful ‘agony produced by the conventional form of 
treatment is indescribable and does not appear to justify the 
result. In your annotation (Dec. 13, 1947, p. 965) it is stated 
that “... treatment of this group is unnecessary, and 
possibly dangerous in that it may lead to true and progressive 
addiction.” I would suggest that the “arrested development 
stage” of morphine addiction could be produced in most if. 
not all cases, provided therapy is directed towards controlling 
and not curing this incurable condition. 

The same principle might be applied to other forms of drug 
addiction.—I am, etc., 


London, W.9. F. R. ELuts. 


The Extent of Neurosis 


Sir,—According to different. observers it appears that between 
10% and 50% of all who consult a doctor are sufferers prin- 
cipally from a neurosis. To these estimates must be added the 
many patients who do not go near a doctor for their neurotic - 
troub!es—either through ignorance, or through fear (sometimes 
justified) that these may not be objectively and sympathetically 
understood and dealt with. Taking this into consideration, 
even the most conservative estimate of the extent of neurosis . 
must represent a degree of suffering and loss of efficiency, both 
national and in some cases individual, comparable in magnitude 
to that produced by the main physical diseases—tuberculosis, 
heart disease, rheumatism, cancer, etc. Despite this, however, 
there is no provision made for training in the understanding 
and therapy of personality problems and the neuroses on any- 
thing approaching an adequate scale. 

In the training of the medical student there is little advance from 
the old days when the sole experience of functional disorders— 
apart from passing references to them in somewhat derisive terms 
such as “ purely neurotic” or “ merely funciional ’—was confined 
to a few demonstrations of the more grotesque and advanced 
specimens from a mental hospital. In the training of the post- 
graduate the situation is comparable: 50% of the theoretical 
instruction (and a large proportion of the practical) is given over 
entirely to the study of anatomy, physiology, and neurology. Of 
the remainder the bulk is occupied with the psychoses, physical 
methods of therapy, mental deficiency, legal aspects of insanity, 
administration, etc., with a passing reference to Freud, Adler, Jung, 
and others. On the clinical side the whole emphasis is on the mental 
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hospital—and increasingly so, it appears—where are assembled 
patients the majority of whom are psychotic or who have at least 
“broken down.” These present, on the whole, problems very 
different from those of the ambulant cases, who have not “ broken 
down ” and who comprise the great majority of sufferers from the 
functional disorders. 

The problem is a much wider one than the purely medical. A 
comparable situation exists in the sphere of academic psychology 
in this country. Here the main emphasis, theoretically and prac- 
tically, is on such subjects as perception, reaction times, statistics, 
philosophy, and elementary physiology, to the almost total exclusion 
of clinical study and investigation into problems of motivation and 
personality. 

Important as is the wofk of bodies such as the Tavistock 
Clinic, the Institute of Psycho-analysis, and of numerous gifted 
and conscientious individuals besides, they are left almost 
entirely to their own initiative and (necessarily limited) 
resources. It would be pertinent to ask what steps are 
envisaged by the authorities—Governmental, medical, and 
academic—responsible for the introduction and running of 
what purports to be a comprehensive health service, to cope 
with this vast problem, which amounts practically to a national 
emergency (if the available figures mean anything at all). What 
is being done to train the ‘many psychologists—medical and 
non-medical—needed to cope adequately with these millions 
of sufferers from functional personality and behaviour dis- 
orders and to carry out research into their deeper causation ?— 


I am, etc., 
A. W. F. ERSKINE. 


London, N.6. 
Synthetic Vitamin A 


Sir,—I have read with interest the annotation on synthetic 
vitamin A (Dec. 27, 1947, p. 1040). This topic was also the 
subject of a recent leading article in the Lancet’ and I have 
already written to the editor of the latter journal to make 
certain observations. 

Regarding your annotation, I should like to indicate some 
inaccuracies concerning the work of van Dorp and Arens.? The 
C,, ketone. derived from 8-ionone, was condensed with ethoxy- 
ethynylmagnesium bromide (and not the ethoxyethylene deriva- 
tive) to give a disubstituted acetylene (which is not a C,, ketone). 
The product was then converted to vitamin-A aldehyde by the 
method summarized in your publication. As stated in your 
article, vitamin-A acid has been obtained by Arens and van 
Dorp,’ but it is also of interest to note that very similar 
syntheses were being studied simultaneously by both Heilbron‘ 
in this country and Karrer® in Switzerland, with their respective 
schools. The starting material, 8-ionone, is of course only 
conveniently prepared from citral. Finally, 1 should like to 
draw your attention to the synthesis by Isler et al.* of pure 
crystalline vitamin A by a method similar to that proposed 
earlier by Heilbron and his collaborators."—I am, etc., 


London, S.W.7, B. C. L. WEEDON. 


REFERENCES 
1 Lancet, 1947, 2, 915. 
60, 189. 


4J. chem. Soc., 1946, 866. 

5 Helv. chim. Acta, 1946, 29, 704. 
6 Ibid., 1947, 30, 1911. 

7J. chem. Soc., 1942, 727. 


British Transport Medical Services 


Sin,—Your leading article (Jan. 10. p. 54) prompts me to ask 
whether it would be possible for the Medical Department of 
the London Passenger Transport Board to arrange for the 
extraction of the dirt on the platforms and in the passages of 
their underground stations. Twice a day much of this dreadful 
mixture is swept up into the air after being watered, generally 
from a can without a rose so as to save time and lessen the 
effort. This method results in wetting the broom rather than 
the dirt. Were extraction done early in the morning and 
perhaps again before the evening rush the dangers of infection 
would be greatly diminished. Electricity is available at all 
necessary points and watering would not be required. Some 
twelve years ago I suggested this course to the Public Relations 
Officer. but nothing came of it. I am told that the coaches are 
dust-extracted. Perhaps they are also aerosolled. 

When the “ Tuppenny Tube ™ was first opened there was no 
forced ventilation ; the air was dry and irritating and had an 


earthy smell. Max Rittenberg obtained permission to measure 
the humidity, confirmed the dryness, and suggested spraying the 
air with water. No notice was taken until each of us bought a 
share, attended the general meeting, and spoke of the matter. 


The provision of forced ventilation by conduits in the Spiral — 


staircases was the direct result of’our trouble. The suggested 
spraying by means of the company’s tunnel whitewashing- 
machine could clearly be adapted to aerosol disinfection jf 
more simple means for this would not suffice.—I am, etc., 


London, W.1. G. H. Cott. 
POINTS FROM LETTERS 


Censorship 

Dr. G. C. PetHer (Hadley Wood, Herts) writes: I consider jt 
essential that freedom of expression and publication should be 
accorded to those employed in a State medical service. Many of us 
are acquainted with attempts made for political reasons to silence 
doctors employed in municipal services, while those employed with 
the Armed Forces are controlled by certain regulations. . . . It is 
a small point among many more vital, but I should insist, if | 
entered a State service, that I could say what I liked regardless of 
persons or politics. Did not one of the fathers of democracy say 
that he entirely disagreed with a man’s opinions but he would defend 
to the death his right to express them? Presumably we are stilt 
democrats ? 


Negative Health 

Dr. G. L. Davies (Hove, Sussex) writes: . . . A good many years 
of practice among so-called working-class patients has revealed to 
me that one of the chief pastimes of the masses, apart from 
dominoes, darts, and drinking beer, is discussion—and that usually 
about health. But let us not be mistaken in thinking that this is 
intelligent talk on how to keep well. It is, in actual fact, luxurious 
wallowing in details of ill-health. Very casual observation over 
many years has shown me that my waiting-room is usually most 
crowded on a Monday or on a day following some public holiday. 
The inference is obvious: fire-side chats have been in progress, and 
the ghastly pallor (often largely imaginary) of Cousin Jane or the 
horrifying cough of Uncle John have been on the agenda, and the 
sufferers by unanimous vote have been recommended to see their 
respective doctors. This may be a wholesome piece of advice, but 
so freauently such taik about disease is merely the one and only 
conversation piece of a population educated at enormous expense by 
the S‘ate. State education, however, has had one important effect. 
It has produced a nation of newspaper readers and readers of much 
literary garbage of different kinds. Herein lies the clue to the 
disease-consciousness of the masses. The lower the standard, as a 
rule, of the paper the more is it filled with all kinds of specious 
advertisements related to disease. This fact is of course well known, 
but nothing is ever done to check this pandering to the ignorance 
and morbid instincts of the masses. One may have one’s own 
opinion about the true purpose of the Commission now sitting on 
the Press, but here is one great evil to which it should give its 
undivided attention. .. . 


Appendicitis Symptoms due to a Worm 

Dr. A. S. Garrett (Enugu, Nigeria) writes: In Nigeria appendi- 
citis in any form is extremely rare. I therefore hesitated to diagnose 
it when I had a patient with a chronic pain in the right iliac fossa 
and a tender spot over McBurney’s point. She had no other signs 
to suggest ovarian or other trouble. I operated, and found every- 
thing perfectly normal except for a calcified worm imbedded in the 
parietal peritoneum. There was no inflammation, but I can only 
assume that the worm was the cause of the symptoms. : 


Unclean Hairdressers 

Mr. M. E. Spencer Harrison (Market Rasen, Lincs) writes: 
“ Aurelia’s ”’ letter (Dec. 13, 1947, p. 978) concerning the condition 
of hairdressers’ shops describes the other side of a situation which is 
assuming sivnificant proportions. Otitis externa was a disease affect- 
ing chiefly the male, but of recent years one has noticed a preponder- 
ance of female cases in the out-patient departments. With the ears 
continually covered by the hair, it is not surprising that, once 
established, an infection which arises primarily in the scalp will be 
resistant to treatment. 


Fluids and Sulphonamides 


Dr. Bernard Rowtanns (Tunbridge Wells) writes: While the 
relative toxicity of sulphamerazine, sulnhathiazole, and other sulphon- 
amides is being investigated and discussed, I would like to empha- 
size the fact that there is inadequate supervision of the amounts of 
fluid taken by patients who are being treated by these drugs. No 
doubt this supervision is very difficult in large hospitals. I speak 
from personal experience. 
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Obituary 


A. C. DOUGLAS FIRTH, M.D., F.R.C.P. 


Dr. Douglas Firth died suddenly at Cambridge at the age of 67 
on Jan. 9. His friends knew that a few years ago he had had 
a warning of the disease which finally struck him down, but 
he had been so weil in the interval, and so cheerful, that they 
were apt to forget that he was not in robust health. 

Arthur Charles Douglas Firth, son of Charles Frederick 
Firth, of The Briary, Harrogate, was born on Feb. 10, 
1880, and was educated at Harrow (Church Hill, Mr. J. C. 
Moss’s House) and Trinity College, Cambridge, where he 
graduated B.A. in 1901, proceeding M.A. in 1905. As an under- 
graduate he was coxswain of the first Trinity boat. On coming 
down from Cambridge he went to St. Thomas’s Hospital, where 
he took his M.B. in 1911. He was admitted M.R.C.P. in 1912, 
and went on to take the Cambridge M.D. in 1914. He soon 
became known as one of the young men well qualified to take 
up a post in a teaching hospital, and he was appointed assistant 
physician to the Royal Free Hospital, the Victoria Hospital 
for Children, the City of London Hospital for Diseases of the 
Chest, and the Royal National Orthopaedic Hospital. In 1919 
he became assistant physician at King’s College Hospital, retir- 
ing then from the staff of the Royal Free Hospital, and in the 
following year he was elected a fellow of the Royal College of 
Physicians. It was at King’s College Hospital that most of his 
‘teaching work was done, and he became senior physician on 
the retirement of Sir Charlton Briscoe. 

Firth loved teaching, and he particularly liked to teach the 
young student the first steps in clinical medicine. He brought 
to this important task a simplicity and an earnestness that were 
most impressive. He was also an examiner in, among other 
places, London, Cambridge, and Glasgow, and he treated the 
candidates with that kindliness which was characteristic of him. 
Apart from his teaching work he carried on~a large practice 
and was consulting physician to a number of small hospitals 
in Surrey and Kent, where his opinion was greatly valued by 
many general practitioners. 

On the outbreak of war he played a great part in the transfer 
of King’s College Hospital to the Sector Hospitals and was in 
charge of the teaching of students at Leatherhead Emergency 
Hospital. At this time he gave up private practice and 
devoted himself to hospital work. He took great pleasure in 
this, as he had charge of the students in their earliest days 
of clinical work, and he took care not only of their teach- 
ing but also of their social life. At the same time he became 
active in the affairs of the Royal College of Physicians and 
was elected a member of council in 1939, a censor of the 
College from 1940 to 1942, and in 1945 became senior 
censor. During this period, as it was difficult to arrange the 
examination for the M.R.C.P. in London, he made the neces- 
sary arrangements for the examination to be held in the 
Emergency Sector Hospitals. 

In 1940 he was due to retire from the staff at King’s, but 
owing to the war he remained on as senior physician, and when 
the*war was over he was appointed to Cambridge University, 
taking charge of the arrangements for the postgraduate work* 
of returning Service officers. This appointment necessitated his 
living in Cambridge and retirement from King’s, and it also 
brought him the added pleasure, and honour, of being made a 
Fellow of Trinity Hall, Cambridge. Between the wars, while in 
active practice, his home in Manchester Square was the scene 
of many social functions where Firth and his wife delighted 
in entertaining their friends. He married in 1914 Violet 
Dorothea, daughter of Lieut.-Col. H. N. Reeves, of the Bombay 
Political Service, and had a son and three daughters. Firth’s 
chief recreation, which was shared by his family, was walking, 
and their holidays and leisure were chiefly spent in the Lake 
District, which he loved and knew intimately. His death 


will be mourned by his old students throughout the world, and 
our sympathies go out to his widow and children in their 
sudden bereavement. 

Prof. J. W. McNee writes: Douglas Firth had not many 
close friends and I was fortunate to be one of them. He had 


a deep reserve through which few were allowed to penetrate, 
and many interesting facts of his good life are unlikely to be 
well known. His reserve was not easily detected, for he enjoyed 
good company and good conversation, and his quick eager 
voice and ready smile enlivened many a social evening or an 
otherwise dull examiners’ meeting. He completed his clinical 
studies at St. Thomas’s Hospital and, after qualifying, became 
house accoucheur to Mr. Tate. Then followed appointments as 
H.S. and H.P. at West London Hospital, to be succeeded by 
a most successful time as R.M.O. at the Victoria Hospital for 
Children, Tite Street. Firth loved children, and his success at: 
this hospital was so great that he was made an honorary con- 
sulting physician, a post which he retained with pride for many 
years. 

His marriage in 1914 was a very happy one, and his profes- 
sional career seemed assured. When war broke out he began 
to assemble a Red Cross Ambulance Unit intended to serve 
with the French Army, but almost immediately serious illness 
overtook him which lasted a long time and seriously compli- 
cated his career. In 1915 he had recovered sufficiently to enter 
the R.A.M.C. but was always rejected for service overseas. 
In 1916 illness returned and lasted almost continuously until 
1919. In October, 1919, he was appointed assistant physician 
to King’s College Hospital, and from then onwards his health 
steadily improved and his career was never again disturbed. A 
wise decision, however, took him into the City as consultant 
physician to three large insurance companies, which saved him 
much of the harassing work and travel of an ordinary con- 
sultant. I first met Firth as a co-examiner in the Final M.B. at 
Cambridge, and subsequently we examined together on many 
occasions both there and in Glasgow. Firth liked examining 
because he was always so young in spirit himself and loved 
young people—some of his happiest hours in Scotland were 
probably spent in animated discussion with my young assistants. 

Firth had an unusual hobby, recorded in Who’s Who as 
“ Postal History,” which puzzled many people. He was an 
expert philatelist, but specialized in an interesting branch only 
known to a few. He collected ships’ letters—that is to say, 
letters sent home in the early days of our colonial history 
through the captains of small brigs and sailing ships, to be 
posted and post-marked at small and now-forgotten ports such 
as Poole, Rye, Bantry, Galway, and many others. He found. 
to my astonishment, another collector of ships’ letters in 
Glasgow with whom he would occasionally exchange notes 
and duplicates. Firth did not write much on modern medicine 
but was greatly interested in general and medical history. One 
of his most delightful essays was on the first case of dissemin- 
ated sclerosis described in English by the patient himself— 
“The Case of Augustus d’Este,” published in the Proceedings 
of the Royal Society of Medicine in 1941. 

On his retirement from King’s College Hospital after the 
second world war Firth was soon given a post at Cambridge 
which ensured his contact with young doctors and which suited 
him perfectly. To this was added the joy of his election as a 
Fellow of Trinity Hall, and his life was full until his first 
coronary attack a year or two ago gave him a warning; like 
the first, the second attack came suddenly, and proved fatal. 
Douglas Firth was a perfect example of the courteous and 
cultivated general physician, and his death is a great loss to all 
the young members of the profession whom he helped so much 
as well as to the friends of his own generation. — 


E. W. HEDLEY, M.B.E., M.D. 


Dr. E. W. Hedley, who died at his home at Thursley, near 
Hindhead, on Jan. 3 at the age of 74, was consulting anaes- 
thetist to St. Thomas’s Hospital. He had been living in retire- 
ment for the last ten years. “ 

Edward Williams Hedley was the eldest son of a large family. 
He was born in Middlesbrough, and at Uppingham he won the 
scholarship which took him to King’s College, Cambridge. 
There he took a first in the first part of the natural sciences 
tripos, and he graduated M.B., B.Ch. as a student of 
St. Thomas’s in 1900. He proceeded M.D. five years later. 
Meanwhile he had acted as a house-physician and later 
as obstetric house-physician at St. Thomas’s, and he was also 
a clinical assistant at the West London and the Brompton 
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Hospitals. He was in general practice for a while, but when 
a vacancy occurred at St. Thomas’s he was elected to the staff 
as an anaesthetist. When the hospital became the Sth London 
General Hospital during the 1914-18 war Hedley was com- 
missioned in the R.A.M.C. with the rank of captain and did a 
great deal of work there and at several officers’ hospitals in 
London. He was awarded the M.B.E. in recognition of his 
services in this connexion. On reaching the age limit he was 
made a consulting anaesthetist and elected a governor of the 
hospital. 

He leaves a widow, two sons, and two daughters, and he will 
be greatly missed by many former colleagues and students who 
were grateful to him for much sound teaching. 


Mr. JOHN JAMES Ross, the well-known Dundee surgeon, died. 
suddenly at his home at the age of 50 on Jan. 2. Mr. Robb 
was a son of the Scottish manse and was born in Kemnay, 
Aberdeenshire. Before starting medicine he held a commission 
in the Royal Horse Artillery, and was awarded the Military 
Cross while serving in France during the 1914-18 war. In the 
early years of his medical studies at Edinburgh he took a high 
place in the examinations in physiology and pathology and was 
appointed demonstrator in these subjects. After graduating 
M.B., Ch.B. in 1923 he filled various resident posts in Edin- 
burgh Royal Infirmary, and it was then that he found his 
interests lay in surgery. After leaving the Infirmary his first 
post was with the Ministry of Pensions under Mr. Mercer in 
Edinburgh and later he was transferred to Bath. He took 
the F.R.C.S.Ed. in 1926, and thereafter, on obtaining a surgical 
appointment at the Bristol General Hospital, he was made 
assistant to the professor of surgery in the University of Bristol. 

A colleague writes: For the next five years Mr. Robb occu- 
pied the important position of consulting surgeon to the County 
of Zetland and surgeon to the Gilbert Bain Hospital, Lerwick. 
The appointment of honorary assistant surgeon to Dundee 
Royal Infirmary came in 1933, followed by promotion to 
honorary surgeon in 1940. At the same time he was appointed 
lecturer in clinical surgery in the University of St. Andrews. 
He was also surgeon to Ashludie Sanatorium, King’s Cross 
Infectious Diseases Hospital, the Royal Victoria Hospital, and 
Meigle Hospital. Mr. Robb contributed to the medical journals 
on various subjects, but his main interest was in abdominal 
surgery. He spent many of his holidays visiting hospitals 
abroad. .Mr. Robb quickly settled down in Dundee to his 
work as a hospital surgeon and teacher of students—work 
which was arduous but always congenial and always conscienti- 
ously done. He was a man of unruffled temperament and of 
great kindness and personal charm. He never seemed hurried 
or harassed by pressure of work, and although his working 
day was often a long one, he answered every call with cheerful- 
ness. He will be much missed by the many who sought his 
advice and help. Deep sympathy is extended to Mrs. Robb 
and his young son and daughter in their bereavement. 


Dr. ALEXANDER TAYLOR Woopwarb died at the early age of 
52 after a long period of ill health—actually over two years. 
He was educated at Taunton School, Somerset, and Edinburgh 


University, where he graduated M.B., Ch.B. in 1917. Before 


graduating he served as a surgeon-probationer and afterwards 
as a temporary surgeon, R.N., in the 1914-18 war. He was 
later a house-surgeon at the Royal Infirmary, Edinburgh, and 
at the Sunderland Royal Infirmary. In 1920 he settled in 
general practice in Sunderland, his native town, and quickly 
became a popular and busy practitioner. He was an active 
member of the British Medical Association, serving on the 
National Formulary Subcommittee from 1928 to 1933; he was 
chairman of the Sunderland Division in 1937-8. He was an 
assistant physician at the Monkwearmouth and Southwick 
Hospital and an honorary life member of St. John Ambu- 
lance Association, for which he was an examiner. His loss 
will >? med felt by his patients, colleagues, and many friends. 


Dr. THomMas Epwarps Reape, of Banbridge, Co. Down, died 
suddenly, following a heart attack, on Jan. 5 at the early age 
of 40. The elder son of the late Adam Reade, he was educated 
at Coleraine Academical Institution and took his medical course 
at Queen’s University, Belfast, where he graduated M.A., B.Ch., 
B.A.O. in 1931. After qualifying he held resident posts as 
house-physician and house-surgeon at the Royal Victoria 
Hospital and as senior resident at the Royal Maternity 
Hospital, Belfast. He settled in Banbridge about eleven years 
ago, taking over the practice of Dr. Robert Martin and the posts 
of surgeon to the Royal Ulster Constabulary and the Post 


Office ; he was also certifying factory surgeon for the district, 
During the war he rendered valuable service as an officer jp 
the Home Guard and for a time he attended the troops stationed 
at Gilford. He was an enthusiastic member of the Banbridge 
and District Medical Club, of which he was secretary and 
treasurer. His high degree of professional skill and his 
sound clinical judgment were recognized by both patients 
and colleagues, and his untimely death is mourned by a host 
of friends. He married the daughter of Dr. William Boyd 
and Mrs. Boyd, of Banbridge, who survives him.—R. S. A. 


: 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In a Congregation held on Dec. 13, 1947, the following degrees were 
conferred : 


B.M.—P. J. R. Nichols, E. M. Vaughan Williams, P. B. Croft, W. H. p, 
Fairbank, J. H. Lloyd Jones, 1B. R. Hunt, 1P. S. Moore, Mrs. Anne Gall, 
Marie Sadka. 

1 In absence. 


UNIVERSITY OF LONDON 


The following candidates at the London School of Hygiene and 


Tropical Medicine have been approved at the examination indicated: 


ACADEMIC POSTGRADUATE CERTIFICATE IN PUBLIC HEALTH.—M. H. M. 
Abdulcader, A. A. Cameron, P. J. Cowin, C. W. Davies, G. J. Ll. Davies, M. A.C. 
Dowling, D. F. Eastcott, Patricia M. Elliott, D. G. Evans, J. Glass, Margaret 
Graham, V. T. H. Gunaratne, Helen E. E. Gunn, M.-N. Gupta, Kathleen M. 
Harding, E. A. Hargreaves, J. A. Harrington, J. P. Harrison, S. I. Heinsheimer, 
N. S. Hepburn, G. R. Holtby, B. E. C. Hopwood, J. B. Kershaw, L. Kulczycki, 
R. G. Ladkin, A. H. MacGeachy, I. W. MacKichan, Olwen R. Major, Phyllis 
Morley, Margaret E. Munro, G. D. K. Needham, A. J. Patterson, P. A. B. Raffle, 
A. T. Roden, F. Schulz, E. S. O. Smith, C. N..D. Taylor, S. W. W. Terry, W. B. 
Thorburn, P. Tomlinson, S. J. Walsh, Edith H. Williams, N. Williams, J. §. 
Wilson, W. A. Wilson, G. M. Wright. ; 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a quarterly meeting of the Council of the College held on 
Jan. 8, with Sir Alfred Webb-Johnson, Bt., President, in the chair, 
the following resolution of condolence was passed on the death of 
Mr. G. F. Stebbing, a Member of the Council: “‘ The President and 
Council of the Royal College of Surgeons of England hereby express 
their deep regret at the death of Mr. George French Stebbing and 
their sincere sympathy with Mrs. Stebbing and her family in their 
bereavement. The medical profession has suffered the loss of a 
surgeon and radiotherapist of ability and vision, who will be 
remembered for his quiet and unswerving determination to achieve 
what he knew to be right. The Council mourn the passing of a 
wise counsellor and beloved colleague.” 

Prof. Geoffrey Hadfield, M.D., was appointed Sir William H. 
Collins Professor of Human and Comparative Pathology of the 
College. 

The following hospital was recognized in respect of the resident 
surgical posts required of candidates for the Final Fellowship 
examination: Tindal Hospital, Aylesbury (resident surgical officer 
and house-surgeon). 

Diplomas of Fellowship were granted to M. S. Brett and P. A 


g. 
A Diploma of Membership was granted to J. Davenport. 
Diplomas in Tropical Medicine and Hygiene; Psychological 

Medicine; Laryngology and Otology; Anaesthetics; and Industrial 

Health were granted, jointly with the Royal College of Physicians of 

London, to the following successful candidates: 


DIPLOMA IN TROPICAL MEDICINE AND HyGiene.—B. L. P. Brosseau, J. D. 
Cruickshank, A. J. Fulthorpe, D. B. Jelliffe, L. F. Koyl, S. Miles, A. M. Pugh, 
P. D. Stewart. 

DIPLOMA IN PSYCHOLOGICAL MepiIcine.—E. S. Foote, W. Forster, C. E. L. 
Haffner, H. E. W. Hardenberg, N. C. Horne, S. Karagulla, M. Klass, H. S. 
Klein, A. Lask, N. Morrissy, D. F. D. O’Neill, Nydia E. Panton, M. Silverman, 
Margaret S. S. Small, Jeannie E. Stirrat, C. Tetlow, J. I. Timothy, V. J. K. Wright. 

DIPLOMA IN LARYNGOLOGY AND OToLoGy.—H. Anderson, L. V. Arundel, 
J. C. Ballantyne, B. Bellon, G. R. Evans, J. Fine, H. S. Gild, E. W. Jarratt, 
R. H. S. Lee, I. J. L. Morris, K. O’Brien, M, A. O’Brien, B. H. Pickard, Q. R. 
Schindler, A. K. Sear, B. K. Sengupta, R. Smith, R. W. Tipple. 

DIPLOMA IN ANAESTHETICS.—J. J. Li. Ablett, Aileen K. Adams, J. T. Anderson, 
G. E. Badman, I. N. Bahl, H.C. J. Ball, A. K. Bannister, V. B. Bhargav, Jocelyn R. 
Bodington, J. A. Bowen-Jones, H. C. Burbidge, G. W. Campbell, D. M. Carnegie. 
J. H. Challenger, H. J. E. Christie, S. Citron, R. F. Connell, H. S. A. Corfield, 
J. L. S. Cresswell, D. Dangerfield, A. Danin, D. H. Davies, Doreen Davies, 
G. G. Donaldson, C. H. Dunn, W. O. M. Ede, E. M. Edwards, J. L. C. Fernando, 
R. A. Fisher, F. W. A. Fosbery, C. M. Friedland, J. R. Gallie, R. E. Gibson, 
L. A. Gifford, Muriel M. Gloster, R. N. Grabowsky-Atherstone, Margaret A. 
Griffiths, J. Hamilton, Phoebe N. Harvey, D. R. Hughes, A. M. Hutton, J. N. T. 
Hutton, D. H. Irish, Ll. H. James, H. Jefferson, J. Johnston, D. F. McAlpine, 
G. McLoughlin, M. C. Macqueen, H. B. Maliphant, J. P. Murphy, A. O’Connor, 
Barbara D. Owens, J. G. Peacock, G. F. Purves, L. Rendell-Baker, J. R. Rook, 
E. H. Seward, D. W. Shannon, J. C. Skelley, A. C. Smith, G. H. Stuart, V. V. 
Tarvadi, L. L. Theron, Betty Thomas, J. M. van de Walle, F. van Nouhuys, 
N. S. Walls, H. Waters, D. S. Wilson, J. R. J. Winter, J. Woodley, A. P. Wright, 
G. V. S. Wright. 

DiIPLoMA IN INDUSTRIAL HEALTH.—G. Buchanan, H. F. Chard, F. H. King, 
P. Pringle, M. W. Robinson, R. S. F. Schilling, C. L. Sutherland, A. LI. Thomas. 
D. R. mpson, H. Wyers. 
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No. 1 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 3. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
ing week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1948 1947 (Corresponding Week) 
Disease 
Cerebrospinal fe 55} 4 26 2 61} 8 32) — 
theria 225} 22) 31] 1 242} 19) 65| 33) 6 
ntery ide 86 11) 19) 1) — 65} 2) 177 — 
Encephalitis lethargica, 
ipelas 3} 2 13} 4 
aths 1 _ 
Infective enteritis or 
diarrhoea under 2 
years 36) 38 
Deaths 59) 3} 11 a & 76, 7 16 #1 
Measles* | 4,490] 251) 163) 174 23) 10,823} 359) 206} 28] 758 
Deaths 1) — —|— 10) — 2; — 
Ophthalmia neonatorum s| 10) 1) — 
Deaths 
Paratyphoid fever 39) — — 3 
Pneumonia, influenzal .. | 1,098} 99) 3} 5] 10} 1,264) 76) 40) 5 
Deaths (from influ- 
enza)t 355 7 S| — 1 36, 5} 12) 
Pneumonia, primary .. 284) 41 385; 48 
Deaths = rr 60 18} 12 82 19 
Polio-encephalitis, acute 44 — | — 
Poliomyelitis, acute | | 9 62 1} 20) — 
Puerperal fever . . 3} 6 1 15 
Deaths 
Puerperal pyrexiat .. 112) 11) 11) —| — 120; 10) 23); — | — 
Relapsing fever — — | — 
Deaths 
Scarlet fever 1,786} 125) 298] 42) 34] 1,161] 75} 246; 37) 35 
Typhoid fever .. 5} — a 1 5}. 2 4— 
Deaths — |— — | — — — — 1 
Whooping-cough* 1,891; 135) 20) 65 2,030} 115} 68) 64) 62 
Deaths 5| — 1) — 171, 3 — 


Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) 


Deaths (0-1 yeaty i | 


968) 165} 6,820)1171) 851) 297) 177 


Annual death rate (per 
1,000 persons living) 13-8) 14-9 18-7 
Live births .. | 9,608)1535| 963] 470} 291] 10,882/1770|1217| 510] 338 
Annual rate 1,000 4 
persons living ae 19-4) 29-7 24-5 
Stillbirths 31) 26 3 41| 36 
Rate per 1,000 total 
births (including 
stillborn) .. 26 29 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. ‘ 

tIncludes primary form for England and Waies, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 


Poliomyelitis 
Notifications of poliomyelitis in England and Wales in the 
week ending Jan. 10 were 52 (59) and of polio-encephalitis 6 (4). 
Figures for the previous week are shown in parentheses. The 
hope lately expressed in these notes that notifications would 
fall to their normal winter level by the middle or end of 
February now seems unlikely to be fulfilled. . 


Discussion of Table 


In England and Wales an increased incidence was recorded for 
all notifiable diseases. The increases included measles 1,907, 
whooping-cough 750, acute pneumonia 408, scarlet fever 317, 
diphtheria 68, dysentery 33, paratyphoid fever 17. 

A large increase in the notifications of measles was recorded 
throughout the country and the total was the largest since the 
beginning of August. The largest rises during the week were 
Lancashire 185, Durham 152, London 136, Monmouthshire 104, 
Sussex 98, Lincolnshire 93, and Nottinghamshire 90. 

The largest increases in the notifications of whooping-cough 
were London 68, Kent 56, and Yorkshire West Riding 46. An 
increase in the incidence of scarlet fever was also recorded in 
all regions ; the largest rise was Staffordshire 41. The notifica- 
tions of acute pneumonia were the largest since February, and 
the largest increase was London 61. The chief features of the - 
returns for diphtheria were increases in Essex 14, Durham 11, 
and Warwickshire-1 1. 

No fresh outbreaks of dysentery of any size were reported : 
the largest returns were Lancashire 21, London 11, and Surrey 9. 
A further 21 cases of mee were notified from the out- 
break in Suffolk ; 14 of these were reported from Ipswich C.B. 

The largest returns of poliomyelitis during the week were 
— . London 7 (Shoreditch 3), Middlesex 6, Lancashire 5. 

urrey 5. 

In Scotland infectious diseases were less prevalent than in the 
preceding week. There were decreases in the notifications of 
measles 115, acute primary pneumonia 88, and diphtheria 34. 
while the largest rise was in the notifications of cerebrospinal 


fever 10. Of the 5 cases of acute poliomyelitis 3 were notified 


in the city of Glasgow. 

In Eire rises were recorded in the incidence of measles 81, 
whooping-cough 38, acute primary pneumonia 30, scarlet fever 
24, and diarrhoea and enteritis 23. The rise in the incidence of 
scarlet fever and measles was fairly general throughout the 
country, while the increase in cases of whooping-cough was 
contributed by Dublin C.B. and Waterford C.B. 

In Northern Ireland a rise was reported in the incidence of 
measles 16 and scarlet fever 13. The former was due to an 
outbreak in Antrim county and the latter to the experience of 


Belfast C.B. 
Quarterly Returns for Eire 


The birth rate during the September quarter of 1947 was 
23.4 per 1,000, the highest rate in a third quarter since 1942. 
The infant mortality of 47 per 1,000 births was 7 below the 
rate for the September quarter of 1946 and 26 below the rate 
for the third quarter of 1943. Maternal mortality was 1.8 per 
1,000 registered births and was 0.2 above the rate for the 
corresponding quarter of 1946. The general death rate was 
11.2, being 0.3 below the rate for the third quarter of 1946. 
Deaths from diarrhoea and enteritis among infants under 
2 years numbered 156; this total was 168 below the average 
of the third quarters of the five preceding years. Only 10 


‘deaths were attributed to diphtheria—a figure which was 39, 


below the five years’ average. The 43 deaths from measles 
were 34 above the average of the last five third quarters. Deaths 
from pulmonary tuberculosis were 636 and from other forms 
of tuberculosis 219 ; these were 75 and 35, respectively, above 
the number recorded in the third quarter of 1946. 


Infectious Diseases in 1947 in England and Wales 
The number of notifications of diphtheria in 1947 was the 
lowest ever recorded. There has been a steady decline in the 
incidence of diphtheria since 1942, and it is now about one- 
sixth of the immediate pre-war level. The lowest number of 
weekly notifications in 1947 was 138, compared with 815 and 
788 in 1938 and 1937, and the largest weekly total in 1947 was 


256 as against 1,889 in 1938 and 1,823 in 1937. The decline in 


the notifications of cerebrospinal fever since the outbreak in 
1940, when 12,791 cases were notified during the year, has 
been interrupted and the notifications in 1947 were slightly 
above the totals for the three preceding years. : 

The large decrease in the incidence of dysentery recorded in 
1946 has been repeated and the disease has now reverted to 
the pre-war level. Notifications of typhoid and paratyphoid 


ict, 

in 
1ed 
ige 
his 
Nts 
Ost 
= i 
ere 
D. 
all, 
nd 
1: 
M. 
Cc. 
ret 
M. 
er, 
ki, 
B. 

S. 
on 
ir, 
of 
nd 
SS 
nd 

a 
be 
ve 

a 
H. 
he 
nt 
ip 
er 
al 
al 
of 
>. 
h, “ 
S. 
oy 8 49; 19 
|, 

| 
ny 
2. 
d, 
S, 
0, 
n, 
5 
r. 
r, > 
k, 
S, 
Be 


180 Jan. 24, 1948 


EPIDEMIOLOGY SECTION 


Britisu 
MEDICAL Journat 


were considerably fewer than in 1946 but were above the level 


of the three years preceding 1946. In the outbreak of acute 
poliomyelitis, perhaps the chief feature of 1947, the notifica- 
tions exceeded 600 per week for the four weeks from the 
33rd—36th week, compared with 10 to 30 cases in the preceding 


four years. A comparison of the totals recorded during the 
last five years is: 
Number of Notifications 
1943 1944 1945 1946 1947 

Scarlet fever 116,217 | 93,801 | 74,392 | 57,614 | 60,524 
Whooping as 95,857 93,107 62,022 92,028 94,241 
Diphtheria ee as 35,944 29,446 25,059 18,156 10,528 
Measles .. ee «. | 374,198 | 117,437 | 443.002 | 154,826 | 399,461 
Acute pneumonia 52,225 38,175 34,059 6,1 34,348 
Cerebrospinal fever é 3,380 2,883 2,691 2,627 3,147 
Dysentery oe, “6 7,772 10,1 16,533 8,441 4,179 
Enteric (paratyphoid and 70 5 679 1,367 880 

typhoid) fevers 
Acute poliomyelitis 414 510 799 703 8,592 

uenza. Deaths in 6,280 1,744 1,307 2,629 5774 
great towns 


Week Ending January 10 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,525, whooping-cough 
2,057, diphtheria 216, measles 3,746, acute pneumonia 975, 
cerebrospinal fever 60, acute poliomyelitis 52, dysentery 114, 
paratyphoid 8, and typhoid 3. 


The Services 


The War Office has announced that Major-General Neil Cantlie, 
C.B., M.C., late R.A.M.C., will succeed Lieutenant-General Sir 
Alexander Hood, G.B.E., K.C.B., as Director-General, Army 
Medical Services, on April 1. 

Captain S. S. Pavillard, M.B., Ch.B., Straits Settlement Volunteer 
Force, has been appointed M.B.E. (Military Division) in recognition 
of gallant and distinguished services while a prisoner-of-war in 
Japanese hands (prior to September, 1945). 

The King of the Hellenes has conferred the following decorations 
in recognition of distinguished services in the cause of the Allies: 

Commander of the Royal Order of King George I with Swords. — 
Brigadier (Temporary) F. R. Sandford, C.B.E., M.C., T.D., late 
RA.M.C. 

Knight of the Royal Order of King George I with Swords.— 
Major (Temporary) W. F. Felton, R.A.M.C. 


The President of the U.S.A. has conferred the following decora- 
tions in recognition of distinguished services in the cause of the 


Legion of Merit, Degree of Officer —Lieutenant-Colonel W. B. F. 
Brennan, R.A.M.C. 

Bronze Star Medal.—Lieutenant-colonel (Temporary) J. M. Barnes 
and Major H. G. Skinner, R.A.M.C. 


The Queen of the Netherlands has conferred the following decora- 
tions in recognition of distinguished services in the cause of the 


Commander of the Order of Orange Nassau with Swords.— 
Colonel T. F. Kennedy, O.B.E., late R.A.M.C., and Lieutenant- 
Colonel J. P. Douglas, O.B.E., R.A.M.C. 

Officer of the Order of Orange Nassau with Swords.—Colonel 
(Acting) A. F. Kennedy and Lieutenant-Colonel (Acting) M. S. 
Harvey, R.A.M.C. 


Medical News 


Sickness Benefit Regulations 

The National Insurance Advisory Committee will report on the 
Unemployment and Sickness Benefit Regulations (H.M.S.O., price 
2d.) to be made under the National Insurance Act, 1946. Written 
objections to the preliminary draft of the regulations will be con- 
sidered by the Committee and should be sent before Feb. 6 to the 
Secretary, National Insurance Advisory Committee, 6, Curzon Street, 
London, W.1. 


Medical Certificates Prolonged _ 

In future medical certificates issued to expectant mothers in con- 
nexion with their applications for the supplementary ration book 
will be valid for four months instead of for three, and medical 
certificates for people with active tuberculosis will be valid for 
periods of 26 weeks instead of 13 weeks. 


Committee on Health Centres 

When the Central Health Services Council has been formed the 
Minister of Health proposes to set up a committee in collaboration 
with it to gather information and proffer expert guidance on the 
best kinds of health centres to develop. 


Royal Sanitary Institute Prizes 

The Royal Sanitary Institute offers the John Edward Worth Prize 
of £40 for an essay on “ Practical Improvements of Appliances o¢ 
Inventions in or about Dwelling-houses,” and the John S. Owens 
Prize of £15 for an essay on ‘“* Atmospheric Pollution.” A 
of the general conditions may be obtained from the secretary of the 
Institute, 90, Buckingham Palace Road, London, S.W.1. Entries mug 
be submitted by Dec. 31. 


Pharmacists’ College 

The Pharmaceutical Society of Great Britain has decided that the 
steady rise in costs and salaries makes it impossible to continue to 
maintain its College as it has done since it was founded in 1842 
After consultation with the University of London it has therefore 
proposed that the College should become an independent corporate 
body governed by a Council including representatives of the Society, 
the University, the academic staff, and the pharmaceutical profession 
and industry. The College would remain a “ school * of the Univer. 
sity. The Society and the University are now discussing a proposal 
that the latter should take over the building in Brunswick Square 
intended to house the College, on which the Society has already 
spent £200,000 and for which as much again would be needed to 
complete it at present-day prices. 


Peter Edwards Ward 

An extension of the Cheshire Joint Sanatorium at Loggerheads, 
near Market Drayton, was opened on Dec. 5. It has been named 
the Peter Edwards Ward in recognition of the long and faithful 
services rendered by Dr. Peter W. Edwards. 


Liverpool Heart Hospital 

In order to obtain more space, particularly for treatment by 
graduated exercise, the Liverpool Heart Hospital has acquired 
Caldy Manor. The site covers 13 acres of land in sheltered 
countryside. 


Foundling Estate 

The Dominion Students’ Hall Trust, in order to provide scope 
for its increasing activities and with a view to furthering ancillary 
objectives of a charitable or educational nature centred in Blooms- 
bury, has acquired the Foundling Estate, which surrounds its head- 
quarters at London House, Guilford Street. The Estate was bought 
about 1740 by Captain Coram, the renowned sailor, to endow the 
old Foundling Hospital for children. The hospital itself was moved 
to Berkhamsted in 1926. 


British Association 
Prof. H. Hartridge, F.R.S., has been appointed president of 
the physiology section of the British Association. 


To Lecture in Scandinavia 

Prof. Macintosh, Nuffield Professor of Anaesthetics in the 
University of Oxford, leaves Britain on Jan. 24 for a lecture tour 
on behalf of the British Council in Finland, Sweden, and Denmark. 


Gift to Polish Clinic 

The Polish Ambassador received a thoracoscope on Jan. 15 from 
the Cultural Subcommittee of the British-Polish Society. It is 
inscribed in English and Polish: ‘* Presented by the British—Polish 
Society, London, to the University Tuberculosis Clinic, Wroclaw.” 


Wills 

Sir Thomas John Carey Evans, of Criccieth, left £23,172. 
Dr. Reginald Cecil Bligh Wall, formerly archivist to the Society of 
Apothecaries, left £8,305. 


COMING EVENTS 


Services Hygiene Officers’ Dinner 


Brigadier A. E. Richmond will deliver his presidential address 
before the Navy, Army, and Air Force Hygiene Group of the Society 
of Medical Officers of Health at B.M.A. House, Tavistock Square, 
London, W.C., on Friday, Jan. 30, at 5 p.m. (not 5.30 p.m. as 
announced in this column last week). The reunion dinner of the 
group will be held at the time and place arranged. 


Meeting for Prayer 

~ A prayer meeting for medical men who are professing Christians 
will be held on Thursday, Jan. 29, at Livingstone House, Broadway, 
Westminster, London, from 3.45 to 4.45 p.m. It will be preceded 
by tea and light refreshments at 3.30 p.m. 
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Association of Industrial Medical Officers 
RK. meeting of the Association of Industria} Medical Officers will 
held at the London School of Hygiene and Tropical Medicine, 
~ new pel Street, W.C., on Friday and Saturday, Jan. 30 and 31, 
1948. On Jan. 30, at 5.15 p.m., Dr. C. M. Fletcher will speak on 
“Coal Miners’ Pneumoconiosis and Recent Developments.” A 
r at the Connaught Rooms (Great Queen Street, London, W.C.) 
will follow. On Jan. 31, at 10.30 a.m., Prof. E. J. King will discuss 
“Recent Developments in the Study and Treatment of Silicosis.” 


association of Clinical Pathologists 
The Association of Clinical Pathologists will celebrate its coming- 
with a dinner at the Piccadilly Hotel, London, W., on Friday, 


of 
ma 30, at 7.30 p.m. for 8 p.m. 


Course on Medical Treatment 
The University of Leeds Postgraduate Committee has arranged 
a clinical week-end course devoted to the subject of medical 
treatment, and open to general practitioners and others interested, 
to be held at the General Infirmary at Leeds on Feb. 21 and 22. 
The fee for the course is £1 1s. Further information and appli- 
cation forms may be obtained from the Senior Administrative 
cae, School of Medicine, Leeds, 2 


SOCIETIES AND LECTURES 
Monday 


BritisH INSTITUTE OF PHILOSOPHY.—At University Hall, 14, Gordon 
Square, London, W.C., Jan. 26, 5.15 p.m. “ Existentialism.” Prof. 
H. J. Paton. 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330-332, Gray’s Inn Road, 
London, W.C.—Jan. 26, 2 pm. “ Headache.” Mr. W. M. 
Mollison. 

RoyaAL SOCIETY OF fama. John Adam Street, Adelphi, London, W.C. 
—Jan. 26, 4.30 p.m. “ The Common Cold.’ Cantor Lecture by 
©. H. An Tewes, F.R.S. 


Tuesday | 

InsTITUTE OF DermaTo.Locy, 5, Lisle Street, Leicester 
London, W.C.—Jan. 27,5 p.m. “ The Sclerodermias.” Dr. 
Gordon. 

Universiry COLLEGE LONDON: OF PHARMACOLOGY, 
Gower Street, W.C.—Jan. 27, 5.15 p “* Symptomatic Drugs : 
Sympathomimetics and Sympatholyhes.”" Mr. F. Bergel. 


Wednesday 


EDINBURGH CLINICAL C.ius.—At Edinburgh Royal Infirmary, Jan. 28, 
4 p.m. “ Surgical Aspects of the Treatment of Peptic Ulcer.” 
Prof. J. R. Learmonth. 

INSTITUTE OF LARYNGOLOGY AND OToLoGy, 330-332, Gray’s Inn Road, 


London, W.C.—Jan. 28, 4.30 p.m. ‘“ The Larynx.” “ Organic 
Nervous Affections of the Larynx.” “* Laryngeal Paralysis. Treat- 
ment—Educational and Operative.’ Mr. V. E. Negus. 


7: SocieTy oF Arts, John Adam Street, Adelphi, London, 
W.C.—Jan. 28, 2.30 p.m. “ ane Rrogress in the Making of 
Precision Eesmenante.” Mr. A. J. P 


Thursday 

INSTITUTE OF DermaToLocy, 5, Lisle Street, Leicester Square, 
London, W.C.—Jan. 29, 5 ao. “ Dermatoses due to Filtrable 
Virus.” Dr. G. B. Mitchell- eggs. 

RoyaL PHoToGRAPHIC SocieTy OF GREAT BRITAIN (SCIENTIFIC AND 
TECHNICAL Group), 16, Prince’s Gate, London, S.W.—Jan. 29, 
Photographic Visual Aids.’ D. A. Spencer, Ph.D., 
ine. F.R.P.S. 

Society OF PuBLIC ANALYSTS AND OTHER ANALYTICAL CHEMISTS.— 
At Royal Society of Medicine, 1, Wimpole Street, London, W., 
Jan. 29, 2.30 p.m. Joint meeting ‘of the Physical Methods Group 
and the Biological Methods Group. Subject of meeting : 
“ Methods of Penicillin Assay—Their Purpose, Scope and Validity.” 

St. Georce’s Hospirat Mepicat Scuoot, Hyde Park Corner, 

W.—Jan. 29, 4.30 p.m. Psychiatric Lecture-demonstration. 
Friday 

KENT AND CANTERBURY HospITAL.—Jan. 30, 5 p.m. Clinica] meeting. 
Demonstration of Cases. 

Leeps AND West Ripinc Mepico-CuirurGicaL Society.—At Patho- 
logy Department, School of Medicine, Leeds, Jan. 30, 8.30 p.m. 
Pathological meeting. 

Lonpon CuHest HospPIrTAt, 
“ Selection of Cases for Artificial Pneumothorax.” 

ud%on. 

Royat'Mepicat Society, 7, Melbourne Place, Edinburgh.—Jan. 30, 
8 p.in. “ The Rh Factor Assessment in Disease.” Dissertation 
by Mr. J. S. Barrett. 

UNIvetsiry COLLEGE LONDON: 
Gower Street, Ww “—"ly % 30, 5 p.m. 
and Breath.” Dr. E. A. Underwood. 


Victoria Park, E.—Jan, 30, 5 p.m. 
Dr. E. H. 


DEPARTMENT OF PHYSIOLOGY, 
“ The Living Fabric : Blood 


APPOINTMENTS 


Jung Bahadur Singh, O.B.E., L.R.C.P.&S.Ed., and Jacob Alexander 
Nicholson, M.B., Ch.B.Ed., have been appointed Unofficial Members 
of the Executive Council of the Colony of British Guiana. 


Gawne, STANLEY C., M.D., D.P.H., Deputy County Medical Officer for 
Lancashire. 


Homes, J. MACD., M.D., M.R.C.P., Visiting Neurological Physician, Wrexham 
County (E.M.S.) and War Memoria! Hospitals. y 


Howe, James ErSKINE, M.D., D.P.M., Regional atrist, Li 
Regional Hospital Board. egi Psychi verpoo 


KING’s COLLEGE HospiraAL MEDICAL SCHOOL.—Directors of Clinical Studies 
(Part-time) : Medicine, Terence East, D.M., F. fon <. P.; 4 Cecil P. G. 
Wakeley, F.R.C.S.; Obstetrics and Gynai 
F.R.C. Child Health, Wilfrid Sheldon, M.D D. 
Staff: H. Galley, M.B., B.S., D. Assistant A. 
M.S., FR R.C. S., Assistant Surgeon; R Ss. Lewis, F.R.C.S., Assistant Surgeon 
for diseases of the a! 7. rm Throat; Samuel Oram, M.D., Assistant 
Physician ; wer Hill, M , Physician in Psychological Medicine; Ss. G. 
Clayton, M.D., M.S., F-R.C. ie "Sadaaie Obstetric and Gynaecological Surgeon ; 
D. L. Williams, M.B., B.S., Assistant Physician for Diseases of the Skin. Full- 
time Staff: A. H. Baynes, M. B., B.Chir., Actin fac Chemical Pathologist 
and Demonstrator in Chemical Pathology ; G. F. M. Hall, M.B., Ch.B., Demon- 
strator in Morbid Anatomy; A. C. Cunliffe, MB., B.Chir., ‘Assistant Bacterio- 
logist and Lecturer in Bacteriology. 


MippDLeseExX CouNTY COUNCIL.—At West Middlesex County Hospital: 
Dermatologist: F. J. V. Jenner, mg rs Director of Department of Physical 
Medicine: D. M. L. Doran, B.M., B.C 

MILNE, JAMES, M.B., Ch.B., D.P.M., we Medical Superintendent, Fife 
District Asylum, Springfield, Cupar. y 

PORTSMOUTH: ROYAL PORTSMOUTH HospITaL—Honorary Assistant 
John D. Younghusband, F.R.C.S. Honorary P. R. 
Bromage, M.B., B.S., D.A., Paul Merlin, M.B., Ch.B. A. 


Street, F. N., M.B., F.R.C.S., Resident Surgical nce Hospital for Sick 
Children, Great Ormond Street, London, W.C. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Bickford.—On Dec. 25, 1947, at the Mayo Clinic, U.S.A., to Dr. Joyce Bickford 
(née Davies), wife of Dr. R. G. Bickford, a son. 

Brown.—On Jan. 7, 1948, at Edgbaston Maternity Home, Birmingham, to Jean, 
wife of Dr. R. J. K. Brown, a daughter. 

Fraser.—On Jan. 7, 1948, to Dr. and Mrs, R. J. A. Fraser (née Dr. Mary E. 
Chalmers), 77, Anderson Drive, Aberdeen, a son. 

Kay.—On Jan. 11, 1948, at Claremont Nursing Home, Glasgow, to Janice and 
Drew Kay, M.D., F.R.C.S.Ed., a daughter. 

Oakes.—On Jan. 13, 1948, at Southmead Hospital, Bristol, to Jean and Henry 
Oakes, a son. 

Roberts.—On 31, 
to Margaret (née Holloway), wife of Dr. Keith 
Meryi Elizabeth. 

Thompson.—On Jan. 7, 1948, at Woodfield Nursing Home, Oldham, to Doreen 
(née Backstedt), wife of Dr. John Thompson, a second child—Joanna Mary. 


MARRIAGE 


Cox—Monaghan.—On Jan. 14, 1948, a oes Mowbray, John Cox, M.B.. 
D.R.C.O.G., and Irene Monaghan, » Ch.B. 


DEATHS 
m.—On Jan. 10, 1948, at 74, Lower Baggot Street, Dublin, Joseph 
Barcroft Anderson, M.D. 
ay Tyr 16, 1948, at 7, Lion House, Exmouth, Clarence Beesley, 
Bell.——On Jan. 11, 1948, at ‘* Edzeil,’’ Lundin Links, Fife, James Bett Bell. 
M.B., C.M.Ed. 
Bevis.—On Jan. 9, 1948, Harold Bevis, M.R.C.S., "arma of Cromwell House, 
Haydon Park Road, Wimbledon, S.W., aged 64 
Colmer.—On Jan. 10, 1948, at 8, Junction Road, Qldfield Park, Bath, Vyvian 
Colmer, M.R.C.S., L.R.C.P., aged 65, 
Downes.—On Jan. 12, 1948, Mary Mourney Downes, M.B., Ch.B., of Elgar 
Avenue, Tolworth, Surbiton, Surrey, aged 53. 
Duncan.—On Jan. 18, 1948, at Manchester Royal Infirmary, Helen Winifred 
Duncan, M.D., M.R.C.P., of 11, Wennington Road, Southport. 
Glenny.—On Jan. 7, 1948, at Mereham Terrace, Warrenpoint, Co. Down. 
Ireland, William Charles Watson Glenny, L.R.C.P.&S.I. and L.M., aged 72. 
Greathead.—On Jan. 13, 1948, at Durban, South Africa, Edward Rivers 
Greathead, M.R.C.S., L.R.C.P., late of St, Albans, Herts. : 
Lewys-Lloyd.—On Jan; 12, 1948, at Towyn, N. Wales, Evan Lewys-Lloyd. 
M.R.C.S., L.R.C.P., aged 75, 
MeMillan.—At Shotts, Lanarkshire, John McMillan, M.B., Ch.B. 
Maunsell.—On Jan. 18, 1948, at 6, Courtfield Road, London, 
Debonnaire Frederick Maunsell, M.R.C.S., L.R.C.P. 
Murphy.—On Jan. 17, 1948, at 2, Ethelbert Road, Canterbury, Charles Edward 
Murphy, F.R.C.S.I., aged 77, 
Oldmeadow.—On Jan. 14, 1948, at Bramley, Hampshire, Lloyd John Hollis 
Oldmeadow, M.D., F.R.C.S.Ed., late of Kineton, Warwickshire. 
Plumbly.—On Jan. 12, 1948, George Lewis Spurrell Plumbly, M.B., B.S., of 
Harvey House, Watton, Thetford, Norfolk, aged 44. 
Reardon.—On Jan. 11, 1948, at 88, , Sane Avenue, Edinburgh, James 
Lancs. 


1947, at the Queen Elizabeth Hospital, Birmingham. 
D. Roberts, a daughter— 


S.W.. 


Clement Purcell Reardon, L.R.C.P 
Staley.—On Jan. 11, 1948, at 70, tne Road, Barton-upon-Irwell, 
Robert James Staley, M.B., Ch.B., aged 56. 
Thomas.—At Brynmawr, Breconshire, John Lewis Thomas, M.D., aged 85. 
Watson.—On Jan. 12, 1948, at Gibraltar, William Bertram Watson, M.D., of 
Harrogate, aged 70. Funeral at Gibraltar Jan. 14. Memorial service at 
St. Peter’s Church, Harrogate, Jan. 21, 11.15 a.m. 
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Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Vitamin D for Chilblains 


Q.—Very large doses of vitamin D, (up to half a million 
international units at weekly intervals) have been recommended 
as a preventive of chilblains. Is there any risk of heavy deposi- 
tion of calcium in the tissues if old people take the vitamin in 
such amounts ? 


A.—According to the most recent evidence vitamin D is 
ineffective in both the prevention and treatment of chilblains 
(Lancet, 1947, 2, 794). It should never be used for this pur- 
pose, as it can be toxic if given in the high doses often recom- 
mended. Half a million units at weekly intetvals would 
probably not produce toxic effects. Many patients apparently 
tolerate 150,000 units daily over a period without any harmful 
effects, although toxic effects have been reported from doses 
of 100,000 to 200,000 units daily. Doses of more than 150,000 
units daily are potentially dangerous. The chief dangers of 
overdosage with vitamin D are metastatic calcification, particu- 
larly in the kidneys and blood vessels, and renal failure, which 
may be irreversible. Early symptoms of intolerance are nausea, 
vomiting, headache, tiredness, muscular weakness, and polyuria. 


Prescribing Dangerous Drugs 


Q.—In some hospitals the procedure adopted for prescribing 
dangerous drugs is for the resident medical officer or consultant 
to state the strength of the dangerous drug required and to 
initial the prescription. In the Dangerous Drugs Regulations 
itis stated that the prescription should be signed by the 
responsible medical officer. Does this mean that initialling of 
the prescription is inadequate ? 


A.—The law relating to this subject is well set out in Speller’s 
Law Relating to Hospitals, pp. 167~74, which would well repay 
study by any member of a hospital staff who may have occa- 
sion to handle these drugs. The regulations made under the 
Dangerous Drugs Acts, 1920-5, were modified by the Danger- 
ous Drugs (Hospital General Exemption) Order, 1924, which 
provides that the initials only need be added to a prescription 
for such drugs, if written by a properly authorized member of 
the staff on a printed prescription form issued by the hospital. 
If a blank sheet of paper is used it must bear the full signature 
of the prescriber, together with the other particulars required 
under the D.D.A. regulations. The prescription must be dated, 
and must bear the name of the- patient who is to receive the 
drugs (or his registered number; this applies particularly to 
patients attending a clinic for venereal disease, who may be 
identified only by such a number). 

Dangerous drugs mey also lawfully be supplied by a hospital, 
dispenser on the requisition of a sister in charge of a ward, 
for the purpose of replenishing her stock, to be used in accord- 
ance with the orders of the doctor or dental surgeon con- 
cerned ; there is no definition of the qualifications of the sister 
(as there is of the hospital dispenser) under these regulations, 
but it is probable that she must be a State registered nurse. Her 
requisition must be filed in the dispensary and she must keep 
a copy of it. 


Industrial Hazard of Sodium Chromate 


Q.—What will be the effect, if any, on the health of workers 
cleaning returned empty biscuit tins with a solution of sodium 
chromate, I in 1,440, in a detergent solution of 0.8% trisodium 
phosphate plus sodium metasilicate at 180° F.? The tins are 
subsequently sprayed with hot water. 


A.—Dermatitis of the hands and forearms, if exposed, and 
possibly also irritation of the nasal mucosa, may occur. It is 
true that the solution of sodium chromate in the bath is very 
dilute, but, with the evolution of steam, there is a possibility 
of this monochromate being carried into the atmosphere. It 


is now known that the characteristic effects of the bichromatg 
and chromic acid may also be produced by monochromatey 
Trisodium phosphate with sodium metasilicate may be expected 
to exercise its detergent effect also on the exposed skin of 
cleaners, and, even though the bath contained nothing mop 
than heated water, constant immersion of the unprotected skin 
over long periods might be expected to have ‘a deleterious 
macerating effect. 


Insomnia and Loss of Memory 


Q.—What are the likely causes of insomnia and loss of 
memory for current events and duties in a woman in the early 
forties? What investigations are required ? 


A.—Insomnia might be due to actual bodily illness or tg 
emotional disturbances. Loss of memory for current events 
suggests an organic factor, and, if it is of severe degree ang 
of any permanence, would be classifiable as dementia. In this 
case a cerebral lesion would have to be looked for. Its nature 
might be of many different kinds, including chronic alcoholism, 
cerebral syphilis, cerebral tumour, and the presenile dementias. 
The investigations required are along the usual neurological and 
psychiatric lines, and directed in the first place towards estab. 
lishing a real impairment of memory. It is quite probable, 
however, that memory itself is not impaired, although the 
patient herself or her relatives feel that it is. Complaints of 
a subjective experience of memory failure are common ip 
psychiatric states without organic lesion, especially in mild 
depressive conditions. It is possible that the patient is suffer. 
ing from a neurotic state or a mild involutional depression. 


Wax in the Ears 


Q.—Wax accumulating in the outer part of the auditory canal 
impairs already defective hearing. Can anything be done to 
prevent this ? 

A.—If there is an underlying dermatitis of the external 
auditory meatus which is causing excessive secretion or 
abnormal consistency of the wax, then treatment of the 
skin affection should help. Apart from this the best treat- 
ment is to use drops, such as olive oil, which will render the 
wax as fluid as possible. 


Pain on Cutting Nails 


Q.—My niece, aged 14 years, causes herself pain when 
cutting her nails with scissors, and for some days afterwards 
she feels the nail edges raw and painful. There is no ques- 
tion of any functional cause. It is a case of “Let me cu 
my nails and | cause pain.” The only treatment I can think 
of is to apply some anaesthetizing ointment afterwards. Whai 
do you suggest ? 


A.—Pain on cutting the nails is not likely to have any 
anatomical basis in fact and is likely to be psychogenic in 
origin. It would be interesting to know how long this symp- 
tom has existed. Ruling out mental deficiency, this appears 
to be a case of masochism, which is usually defined as sexual 
pleasure in having pain inflicted on one. Dependence and 
sensuous passivity are normal characteristics of the infant; 
and also in the sexual relations of the woman, who desires 
to be overmastered, even to the extent of being hurt—a relic 
of “marriage by capture.” The perverted tendency of which 
this seems to be a case comes about when sexual feelings are 
aroused in the child in association with the infliction of pain. 
The commonest instance is where a child sexually stimulates 
itself and is smacked while experiencing such feelings. The 
sexuality in such a case not only is associated with the smack 
ing but is repressed by it, so that it is fixated and arrested if 
that form and may not develop into normal adult sexuality. 
The specific cause in this case, which it is necessary to investi 
gate for radical cure, would have to be discovered by “ play 
therapy” at the hands of an expert. If expert advice is not 
available, then so far as possible the child should be givei 
counter-attractions at such times, in the hope of diverting he 
interest. Many such perversities disappear when more adult 


sexuality begins to appear at puberty, and in this case the gifl 
may grow out of it. On the other hand, it is often found that 
such perversities begin to show themselves only at puberty; 
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when the sex feelings are beginning to be aroused, and there- 
fore precipitate the unconscious conflict already mentioned. 
Treatment of the end-result by antiseptics is of course indicated. 


Lochial Discharge 
Q.—Why is it that, whereas before the war the lochia became 
yellow or clear by the eighth or tenth day, nowadays the dis- 
charge remains bloodstained almost without exception for any- 
thing up to three weeks? What treatment is advised ? 


A.—The old view that the lochial discharge normally ceases 
to be bloodstained by the tenth day is not true, and most 
modern textbooks comment on this. The bleeding may clear 
up temporarily while the woman is in bed, but almost always 
comes on again when she becomes more active, and then con- 
tinues on and off for varying periods of-time. The average is 
probably about three weeks from the time of delivery, but 
slight intermittent bleeding persisting for five to six weeks is 
by no means rare and is not necessarily pathological. These 
observations apply to the pre-war period as well as the present, 
and there has not been any significant alteration. No treatment 
isnecessary unless the bleeding is heavy. 


Toxic Effects of Formalin 


Q.—What are the possible effects of continued inhalation of 
small concentrations of formalin? The mother of a family 
living in close proximity to a pathological laboratory which 
continuously reeks of formalin complains that her 3-year-old 
son regularly wakes pale and querulous after going to bed 
quite cheerful and sleeping for a period of from ten to twelve 
hours. She suspects that this may be due to the presence of 
formalin in the atmosphere, as. the child’s bedroom is immedi- 


| ately above the factory. Is this likely ? 


A.—Formaldehyde is an irritant gas and a protoplasmic 
poison. Its most noticeable effect is irritation of the mucous 
membranes and of the skin. Brunnthaler (Occupation and 
Health, 1.L.0., Geneva, 1930, p. 809), in his position as Keeper 
of the Botanical Institute in Vienna, studied the effects on him- 
self of the prolonged use of formalin. These effects included 
acute catarrh of the nose and eyes, chronic pharyngitis and 
laryngitis, and acute nervous manifestations. The latter are 
thought to be very rare, and it is suggested that other explana- 
tions for the condition described above in the little boy should 
first be excluded. 


Skin Graft for Leg Ulcer 


Q.—A woman aged 56 has a leg ulcer of twenty years’ dura- 
tion; it measures 4 by 6 inches (10 by 15 cm.). There is a 
watery odourless discharge ; the edges are thick and sclerotic. 
How Should this be prepared for skin-grafting and how should 
the graft be made? 


A.—The problem in such leg ulcers is to achieve a clean 
vascular base free from scar tissue. Preliminary rest in bed, 
with four-hourly eusol packs, is helpful; but careful excision 
of the area and its base at operation is essential. An alterna- 
tive regimen involves the Bunyan-Stannard envelope routine. 
Thin razor grafts “take” best, and it may be safer to use them 
in “postage-stamp” form. It is assumed that there are no 
associated varicose veins. 


Calcium Metabolism in Osteitis Deformans 


Q.—Has recent work on calcium metabolism thrown any 
light on the treatment of Paget’s disease (osteitis deformans) ? 


A.—The answer to this question must unfortunately be in 
the negative. The general consensus is that no convincing 
alleviation of symptoms can be consistently obtained by treat- 
ment based on any particular concept of the role of calcium 
metabolism in this disease. It has of course been claimed by 
many workers that osteitis deformans is a manifestation of 
hyperparathyroidism, though the cause of the alleged hyper- 
parathyroidism has not been demonstrated. A recent_ theory 
has been advanced by Helfet, who suggests that the funda- 
mental cause is a retention of phosphates in the body and that 
this stimulates a compensatory hyperparathyroidism. He has 
accordingly advocated treatment by the administration of small 
doses of aluminium acetate, which inhibits the absorption of 


phosphorus from the intestine by combining with it to form 
insoluble aluminium phosphate. This is excreted unchanged 
by the bowel. Although promising results have been claimed 


_ from this treatment in a small number of patients it is impossible 


to contrast them with suitable controls because of individual 
variations in the natural course of the disease. Much further 
evidence is therefore required before the merits of this line of 
treatment can be fully evaluated. 


Relaxation of Bronchial Spasm 


Q.—Has 50% ether in 50% olive oil given as a retention 
enema any effect on bronchial spasm and on tenacious mucus ” 
What should be the dose and how often may it be repeated ? 


A.—If ether is absorbed from a retention enema of this 
composition in sufficient amount to relax bronchial spasm it 
would certainly intoxicate the patient. Such a treatment should 
not be used, as it is most unlikely to be effective. 

Whalemeat and Iodine 

Q.—It is suggested that whalemeat is probably rich in 
organic iodides, and therefore should be a valuable food in 
chronic nervous diseases. Is there any foundation for this 
idea ? 

A.—lIt appears that no estimation of iodine in whalemeat 
has been made. It seems likely, however, that whalemeat does 
contain relatively large amounts of iodine, like other foods 
which come out of the sea. It would be difficult for the whale 
to avoid being iodine-rich. It is impossible to give a precise 
answer to the question about chronic nervous diseases. It seems 
to be true that a good many people are benefited by the admini- 
stration of iodine. Some think that the benefit of cod-liver 
oil is due in part at least to the iodine it contains. It is probable 
that many people eat a diet which is for them partly deficient 
in iodine, and this accounts for the improvement they observe 
when iodides are taken. Iodine is, of course, essential for the 
thyroid gland. In many conditions, however, sodium iodide 
administered without precise reason seems to be beneficial ; 
amounts such as 5 gr. (0.32 g.) daily by mouth are usual. 


White of Egg 


Q.—Am I right in thinking that raw white of egg is not 
digested and absorbed, and that consequently the giving of 
albumen water is pointless? 


A.—Raw white egg is digestible and readily absorbed. The 
statement that it is not digested has as little convincing experi- 
mental backing as the even more frequently repeated assertion 
that “lightly cooked ” eggs are much more easily digested than 
the boiled article. Overheating—for example, frying with 
smoking fat—can, however, greatly decrease the digestibility 
of egg white. 


Black Tongue 
Q.—What is “ black tongue”? Is it of any significance 
in an otherwise healthy individual, and can you suggest any 
treatment ? 


A.—Black tongue is a harmless condition which gives rise 
to no symptoms. It is usually due to enlargement and hyper- 
keratosis of the filiform papillae upon which becomes engrafted 
an infection with a mould, most often Aspergillus niger. In 
many instances the condition disappears spontaneously in a 
few months. Treatment is not very satisfactory, but scraping 
under local surface anaesthesia followed by painting of the 
area with 2% iodine may be effective. Sometimes weak applica- 
tions of acetic or lactic acid cures the condition ; stubborn cases 
have yielded to irradiation. 


Injection of Varicose Veins 


Q.—When I inject superficial varicose veins of the leg a 
marked discoloration of the vein appears. It persists for 


a long time and is ugly. There is no extravasation and the 
discoloration is definitely along the course of the vein. 

.-—In some dark-skinned persons there is a tendency to 
a permanent brown discoloration of the skin over the throm- 
bosed veins. This is a source of great annoyance to the female 
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patient. It can be prevented by making “ cigarette” rolls of 
elastoplast, sticking these along the course of the injected vein, 
and then applying firm elastoplast bandages from toes to thighs 
for seven to fourteen days. The two walls of the veins are thus 
brought into contact, a clot does not form, and the exuded blood 
pigments do not discolour the skin. 


Burnt Sugar and Allergy 


Q.—! heard the instructor of a cookery class warn his pupils 
that the common Continental custom of burning sugar for a 
base for sauces is liable to produce allergic rashes in some 
people. Is this suggestion likely or unlikely ? 


A.—The suggestion is possible, but further observations and 
experiments would be necessary to substantiate it. Although 
some patients suspect sugar as the cause of their allergies, this 
is rarely if ever true. Rowe has suggested that the possibility 
of sensitization to the allergens in brown sugar or molasses 
should be kept in mind (Rowe, A. H., Food Allergy, 1937, 


p. 607). 


NOTES AND COMMENTS 


Enuresis in Young Adults——Dr. R. F. Kaye Wesster (Monks- 
eaton, Northumberland) writes: In four cases of this condition— 
i.e., chronic bed-wetting—I have found the use of nicotinic acid 
50 mg. t.d.s. invaluable. In fact since I started this treatment with 
these cases I have not found it fail. The worst case was a young 
man of 30 who had had the condition since a boy; all other treat- 
ment failed. With nicotinic acid he was immediately cured. This 
was essential for him before he married. He has been married a 
year and is quite happy now. During this year I gave him a small 
tablet of phenobarbitone in lieu of nicotinic acid to see if cure was 
imaginary; he came back in a week with condition returned. When 
nicotinic acid was again given he immediately settled down. My 
youngest patient is a girl of 11 who has always bed-wetted nightly, 
sometimes two or three times a night. With 25 mg. of nicotinic 
acid t.d.s. she stopped from the first day’s treatment and has remained 
cured so far. I am not prepared to analyse the chemistry of the 
treatment but pass it on as a useful tip, knowing particularly 
how embarrassing it can be for young men about to marry and 
young men joining the Forces, with the old-fashioned guard-room 
routine. 


Constipation in an Infant.—Dr. Joyce E. MarsHaLt (London, 
N.W.) writes: With reference to the question and answer on consti- 
pation in an infant (Nov. 29, 1947, p. 896), exception might be taken 
to the treatment suggested on the following grounds. It is a physio- 
logically unsound approach. For example, the nature of the baby’s 
diet is not considered, whether breast or bottle, fluid intake, and 
supplements. It is psychologically unsound. Considerable fear may 
be caused in a normal child by a daily painful stimulus to a highly 
sensitive area of the body, such as stretching a sphincter or apply- 
ing an irritant. Cases have been published which show that such 
treatment, also the use of enemata and suppositories in childhood, 
may bear a direct relationship to serious disorders in emotional 
development manifest in later life. In infant-welfare work it is, in 
my experience, a common feature of this age period that children 
show a change to infrequent bowel actions for a period, which is 
usually terminated when mixed feeding is being introduced later. 
Over-zealous toilet training from early infancy in some cases seems 
to result in a resistance in the child shown by his withholding his 
stools for periods, and this may exaggerate the common trend to less 
frequent bowel actions in this period. In the case described the 
history of the previous digestive disorder of four weeks’ duration 
possibly resulted in diminished bowel tone, which would be a con- 
tributing factor. 


Judicial Hanging.—A retired senior medical officer of the English 
Prison Service writes: From time to time rather absurd statements 
appear in your columns about judicial hanging. I was thirty years 
in the English Prison Service and can say that the statements by 
Dr. J. R. V. Foxton (Dec. 13, 1947, p. 986), especially those attri- 
buted to Prof. Frederic Wood Jones, are without foundation. A 
carefully worked-out “‘ drop ” is used on all occasions. All the cases 
at which I was present (28 in number) had a post-mortem exami- 
nation—at first partial only, but latterly a full post-mortem 
examination—which showed in each case fracture dislocation of the 
cervical vertebrae with rupture of the cord. In every case the 
“knot ” was placed at the angle of the jaw. 


Dr. Paut G. Dane (St. John’s Wood, London, N.W.) writes: 
With reference to Dr. J. R. V. Foxton’s remarks on judicial 
hanging (Dec. 13, 1947, p. 986), some years ago, together with 
Dr. G. C. Godfrey, I attended the execution of six criminals in 
Melbourne Gaol. Death was instantaneous in each case. Some 


hours after death I performed a necropsy, and in each case the second 

cervical vertebra was fractured. Definite preparations based y 

experience are made for each execution—the length of the drop 

ing with the weight of the victim, and the gauge and quality of the 
» rope definitely assessed. 


Food Allergy.—Dr. JoHN FREEMAN (London, W.) writes: With | 


regard to the courteous reply by your adviser (Dec. 13, 1947, p. 986 
I nevertheless stick to my guns. 
found test feeding to be unreliable: it is far too difficult to make jn 
this way anything like a crucial experiment. On the other hand, skin 
testings with egg protein are reliable—so far as they go, but Do 
further. I agree emphaticallly with your adviser that they are Often 
misleading, but that is because of faulty interpretation; a definite 
positive does not mean necessarily that there is an important causal 
relationship between, say, egg protein and the disease in question 
An egg sensitiveness can most certainly be removed by inoculation 
treatment, if thought worth while; and this usually -causes les. 
hospitalization than careful feeding experiments would entail, 


Chilblain of the Nose.—Dr. J. F. Lyons (Almondsbury, y;. 
Bristol) writes: With reference to your correspondent’s question 
(Dec. 20, 1947, p. 1017) I suggest that he should apply a solution 
of either 1 or 2% picric acid to the parts two or three times daily 
for a few days. I have found this treatment very satisfactory gn 
—s the tension and irritation in chilblains of the hands ang 
eet. 


Ringworm of Scalp.—Col. W. H. Cricuton, C.LE., I.M.S.(ret,), 
writes from Sittingbourne, Kent: Dr. I. M. Scott’s comment (Dec, 27, 
1947, p. 1066) on my letter on the treatment of an outbreak of ring. 
worm of the scalp in North Devon calls for a clarification if ; 
useful measure of treatment is not to be lost to the profession. |; 
the first place it should be understood that the form of treatmen 
I employed—namely, depilation with a saturated solution of KMnO 
applied for 14 days followed by applications of Whitfield’s ointment— 
was one recommended by an experienced dermatologist as an alterna. 
tive to x-ray treatment, which is often extremely difficu!t or impossible 
to obtain. Secondly, my cases in the North Devon outbreak were 
all definitely proved to have been infected with Microsporon felineum, 
which undoubtedly responded to the treatment to the extent of cure 
if this can be measured by subsequent observation over a period of 
several months and by the fact that specimens of stumps pulled om 
after completion of the course of treatment were found negative 
by the county laboratory. To my knowledge there has been no 
recurrence. Thirdly, I have been advised that infections with 
M. felineum are much more susceptible to treatment than those of 
M. audouini, and the success achieved in the North Devon outbreak 
may therefore be attributed to this fact. On the other hand I have 
hitherto found no evidence that this form of treatment has been 
tried in cases of proved M. audouini infection and, if so, with what 
result. Lastly, it should be noted that in several cases the course 
of treatment had to be repeated once and even twice before a negative 
laboratory result was finally obtained. I do not know if Dr. Scot 


has actually had any experience of this form of treatment for tine: 


capitis, but it certainly would not be fair to condemn it without 1 
trial. 


Dr. Ropert ANpDeERSON (Erdington, Birmingham) writes: Dr 
I. M. Scott (Dec. 27, 1947, p. 1066) states that there is ne 
effective vehicle to carry a fungicide inside the hair shaft. | 
think glacial acetic acid acts in this way. A layman gave me the 
method and I found it always successful. The acid is applied with 
a glass rod or cotton-wool on a probe. Immediately a whiteness 
appears a pad of cotton-wool squeezed out of very hot water is 
applied. That removes the stinging of the acid. Next day the hairs 
can be easily depilated. 

In 1910 I attended a family of five children—two girls and three 
boys—who were all suffering from tinea. I had the boys shaved 
but only had the girls’ hair cut round the affected areas. The girk 
had only one patch each, but in the case of the boys the disease wa 
scattered all over their scalps. I found the hairs came out quit 
easily without breaking. It took me a month or six weeks to finish 
the epilation. : 
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